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To medical students. 



And when I remembered all that I hoped and feared as I picked about 
Rutherford’s in the rain and the east wind: how I feared I should be a 
mere shipwreck, and yet timidly hoped not; how I feared I should never 
have a friend, far less a wife, and yet passionately hoped I might; how 
I hoped (if I did not take to drink) I should possibly write one little book 
I should like the incident set upon a brass plate at the corner of that 
dreary thoroughfare, for all students to read, poor devils, when their 
hearts are down. 

ROBERT LOUIS STEVENSON 

Letters from South Seas 
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_ Preface 


It is difficult to understand why some doctors who take so much care of 
their patients fail to extend the same level of concern to students, train¬ 
ees or their peers. It is likely that all doctors struggle at some time in their 
careers either before or after graduation. Medical education can be per¬ 
ceived as competitive and stressful both in the undergraduate years and 
during training to become a general practitioner. 

I have been fortunate to have enjoyed a twenty-year career as a gen¬ 
eral practitioner and to have had the opportunity to specialise in pallia¬ 
tive medicine. Latterly, I worked as an Academic Mentor in the Medical 
School at the University of Dundee. This experience has convinced me 
of the central role of a mentor in providing support, encouragement and 
guidance to students and colleagues. 

I have been lucky to have found inspirational clinical mentors dur¬ 
ing my career. It is good to reflect on the impact that these mentors have 
had on my own professional development. I have included a quote from 
them at the beginning of each chapter. Clinical teachers who take an 
interest in students as individuals and who are prepared to give extra 
time to help are never forgotten. Doctors who share their sense of vulner¬ 
ability enable students to become caring doctors. I can recall students 
who described some of their teachers as ‘terrifyingly competent’ and so 
seemed unapproachable to a struggling student. 

This book is intended for colleagues who mentor and support medical 
students, doctors in training or general practitioners, or who are thinking 
of taking up a mentoring role. Most commonly mentoring forms part of 
one’s role as a clinician, tutor, supervisor or teacher. This guide adopts a 
practical approach based on a clinical model and illustrated by case stud¬ 
ies. The case studies are fictional to preserve confidentiality but are an 
amalgam of true stories of struggling students and doctors in difficulty. 

One of the biggest challenges in clinical care is to see the world 
through the patient’s eyes. Students and doctors in training are not 
patients, they are colleagues, but part of the mentor’s role is to under¬ 
stand their view and to give them time and space. Similarly in supporting 
doctors in difficulty a mentor can use his or her clinical skills to connect, 
communicate, listen, identify problems, and work out a plan together 
to help. Clinicians use these skills instinctively every day in their work 
with patients; they just need to adapt the same skills to support their col¬ 
leagues. There are many parallels between clinical care and mentoring 
colleagues, and some important differences. In both situations people 
are facing a crisis and there is often only one opportunity to intervene to 
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help. If concerns are to be addressed effectively the doctor needs to ‘see 
behind the brave face’. Just as the clinician considers the ‘whole’ patient 
in reaching a diagnosis and negotiating a treatment plan, so the mentor 
needs to take account of both the academic and pastoral aspects of the 
mentee’s problems. Mentoring is a developing relationship in which both 
mentor and mentee can gain self-awareness and develop as professionals. 

At present the NHS has been described as in crisis. In the wake of 
the Francis Report, politicians and the media have heaped criticism 
on healthcare staff, in particular general practitioners* There is little 
acknowledgement of the hard work and commitment of the majority of 
NHS staff. I hope this book will play a part in inspiring doctors to take 
on a mentoring role and support colleagues. Mentoring is a practical and 
effective way of providing this help. 


Author’s note 

The case studies described in the book are fictional to preserve confiden¬ 
tiality. They are an amalgam of true stories of struggling students and 
doctors in difficulty. 


Francis R. Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. 
London: Stationery Office, 2013, www.midstaffspublicinquiry.com 
[accessed 25 June 2014]. 


Foreword 


As doctors, we are our own most useful tools. Being able to connect, to 
empathise, to hear, to imagine, to think, to theorise, to test, to plan and 
to educate are essential skills, and they are skills of the self, of being 
human. It should go without saying that, if we don’t keep ourselves sharp, 
we won’t be much use to our patients or colleagues. 

So it is ironic, perhaps even tragic, that so few of us properly care for 
ourselves, let alone allow our colleagues to care for us. It is an enduring 
mystery that doctors, who can be so caring, compassionate and skilful 
with their patients, can be so uncaring, cold and unskilful with ourselves. 
We are constantly right up there in the charts of the most depressed, 
most burnt-out and most addicted professions on our planet. 

But we also have such an amazing job, full of interest, challenge, 
opportunities to connect and chances to learn. So we are also right up 
there in the charts of the best professions on the planet. 

Sometimes, maybe most of the time, we need help to pull ourselves 
out of our hole and see things properly. That’s where mentoring is such a 
wonderful thing. It enables us to turn the skills we use for our patients to 
the benefit of our colleagues and of ourselves. Who better to learn from 
than a valued colleague? Who better to turn to, to model oneself on, and 
to learn with, than someone who does what we do? 

This wonderful book suggests that seeking mentoring should not be 
seen as a weakness, but rather as an essential part of professional learn¬ 
ing and development. It shows how we can all be mentors, and how we 
can all benefit from being mentored. It argues persuasively that mentor¬ 
ing should not be an optional extra, but rather should become an inte¬ 
grated and fundamental part of medical practice. 

David’s work, easy to read, packed with practical case examples, and 
ordered in an accessible way, demystifies mentoring and shows us that it 
can be done pretty much by anyone, for anyone. 

Ultimately, it is simply about skilful caring and that, after all, is what 
we do for a living! 

JUSTIN AMERY 
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"I only have one rule for junior doctors: if a nurse calls you at night, 
you must go to the ward. There are two possibilities: either the 
patient is ill or the nurse is worried. Both deserve your attention." 

Dr John Munro, induction chat to his new house officers 


The mentor offers support to the nrentee both in his or her academic and 
personal life. Mentoring is a part of a network of support available to 
students and doctors. The individual may access a number of different 
sources of support that meets his or her particular needs. For instance a 
student may be seeing a personal tutor, a mentor and a counsellor. This 
mix of support can vary over time as the individual matures and circum¬ 
stances change. 1 

Students need to acquire skills in self-directed learning, which may 
require encouragement and support. There is a need to achieve a bal¬ 
ance between autonomy and dependence. At present support tends to 
be provided in a reactive way following a failure; earlier, proactive sup¬ 
port should be available to struggling students before they fail. Students 
want an opportunity to reflect on their academic performance and to 
discuss the factors that enhance or impair their progress. They wish to 
identify gaps in their learning and ways of meeting their learning needs. 
They need to reflect on the broader context of their university life and to 
engage in a learning community. 

Examples of effective support include: 

• providing easy access for face-to-face meetings with their tutor, at least 
twice a year 

• encouraging students to access guidance and advice to achieve their full 
potential 

• providing individual support of study skills 

• providing clear information to students on available support networks, 
including peer support 
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raising awareness of the student counselling and local GP services 

providing guidance on the core curriculum, optional components and 
assessment methods 

providing regular and prompt feedback on their academic development 

providing sample exam questions for practice purposes 

encouraging struggling students to keep in regular email contact with 
their tutor. 


_Transitions 

Support is most often required at transition points in the doctor’s career. 
The first transition occurs when the student must adapt to the change 
from school to university life. Some students cling to learning styles that 
worked for school exams but are not so effective for the deeper level of 
understanding required by medical studies. 

The next transition occurs when there is a sharp division between 
pre-clinical and clinical years. The first exposure to patients, relatives 
and clinical staff on the wards can bring further stresses. 

A further transition occurs when the student begins to adopt the val¬ 
ues of a doctor, a change that usually occurs before graduation. There 
comes a point in the course when the student appreciates what it is to 
be a good doctor and absorbs the appropriate ethical and professional 
attitudes. This is almost an ‘epiphany’ and is readily recognisable to col¬ 
leagues. It has something to do with an inner self-belief, humility and a 
commitment to putting the patient’s needs first. A mentor can help facili¬ 
tate this transition by acting as a role model, sharing his or her own dif¬ 
ficulties and by treating students as colleagues. 

Informal mentoring, where someone acts as a mentor without real¬ 
ising it, either as a role model or even sometimes taking it upon them¬ 
selves to advocate for a trainee, can be a most inspiring and positive form 
of mentoring. The newly qualified doctor faces another transition in 
becoming a Foundation doctor in training for two years. He or she finds 
a new sense of responsibility and the sense of fulfilment that comes from 
using the skills learnt at university. However, pressure of work, lack of 
time and breaks in continuity may all lead to a sense of frustration and 
stress. A mentor, not involved in academic assessment, can provide vital 
support that supplements the role of the educational supervisor. 

Specialist training involves choices of career, new responsibilities 
and further professional development and transitions. Mentors who 
have been through these experiences can guide and advise their mentees. 
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Specialist trainees (ST3) entering general practice may find that their 
hospital-based training has not equipped them fully for working in the 
practice setting. 

General practice has been subject to enormous change over the past 
decade. Commissioning health care for patients, part-time working, out- 
of-hours services, targets and the implementation of guidelines have 
altered family medicine radically. General practitioners have been sub¬ 
ject to criticism from the press and media for their performance, which 
only adds to stress and lowers morale. Mentoring should be an effective 
mechanism of providing support to general practitioners but, at present, 
it is often only provided once a doctor has encountered difficulties. 

There are a number of transition points during a general practition¬ 
er’s career. Entering practice as a qualified general practitioner is a chal¬ 
lenging moment. Newly appointed GPs can feel out on their own without 
the backing of an educational supervisor or mentor. They may spend 
some time as a salaried partner before entering full partnership, which is 
yet another important transition that brings different duties and obliga¬ 
tions. 

Many GPs experience another change when they reach their forties. 
There may be a sense of ‘What next?’ They are established in the practice 
but face the daunting prospect of another twenty or twenty-five years of 
doing the same work. 

The fifth decade can also be a point of transition. The GP may look 
forward and think, ‘What can I do now to maximise benefit over the last 
ten years of work?’ They may seek to diversify into taking on administra¬ 
tive or teaching roles and value a source of advice, which a mentor can 
provide. 

Approaching retirement is difficult for many general practitioners. 
They may have a feeling of ‘When do I go?’ They may not think of a men¬ 
tor as the person they could approach yet he or she might provide just the 
support and advice they need. 


_Undergraduate support 

Many students struggle because they lack effective support. 2 The pur¬ 
pose of a student support scheme is to facilitate the student’s develop¬ 
ment, to ensure that his or her undergraduate years are a positive 
experience and to help the student develop relationships that may be 
beneficial in the future. Student support schemes are aimed to meet the 
needs of all students, not just those with problems. 
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_Why support medical students? 

Effective support for medical students is essential, not only to create an 
environment that favours learning but also to avoid students leaving the 
course. Failing students risk disruption to their studies and may lead 
them to developing into doctors with problems. Investing in student sup¬ 
port may save money as there is a significant cost if a medical student 
fails to qualify as a doctor. Providing support for medical students is also 
part of the General Medical Council (GMC) requirements of a medical 
school. 3 


_An ethos of support 

The philosophy of the university with regard to providing support can 
vary. Students are encouraged to be self-directed in their learning yet 
there is a risk that they may fail if left entirely to fend for themselves. 
Coping with uncertainty and stress is part of being a good doctor but it is 
still essential that all students and doctors have access to support. 


Case story Paul 


Paul, a medical student at a university with an emphasis on problem-based learning 
(PBL), comes to his mentor for a routine review meeting. The mentor notices he is 
quieter than usual and asks, 'How are things going with the course?' 

Paul says he is finding his current project difficult to complete on time. The mentor 
is quiet and listens. 

Paul goes on. 'Well it's the PBL stuff. Two guys are in the rugby team so they just 
leave it to us. Our supervisor has told us that our project on living with diabetes is 
backed up with online guidance but I don't know what level of detail she expects.' 

The mentor asks Paul what he feels would help. Paul replied, 'I think it would be great 
to meet the supervisor, to understand what she expects us to cover. I just feel that 
I am working in the dark.' 

The mentor asks if Paul would find it helpful for her to let the supervisor know that 
the group is struggling a bit and need more guidance. Paul feels relieved and is 
grateful for the support. The mentor asks Paul to email her next week after she 
has had a chance to discuss the issues with the PBL supervisor. 


An inadequately supported PBL group is an example of bad edu¬ 
cational practice. Good learning practice occurs in universities which 
acknowledge that they share a responsibility when a student fails. In 
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this culture students are regarded as expected to qualify and failures as 
opportunities to learn and a part of progress. Support is seen to be an 
essential ingredient of education and all students are expected to access 
support, not just those who are struggling. 


_Accessing support 

Students usually only seek help when things go wrong, for instance when 
they fail an exam. Proactive support should be available to all struggling 
students before they fail. It would be helpful to emphasise that such help 
is available to each student group at the beginning of each academic year. 
Indeed, accessing support should be seen as good professional behaviour; 
too often medical students are reluctant to seek support as they feel they 
will be regarded as inadequate or weak. It sometimes helps to improve 
access by reminding students how bad doctors are at looking after them¬ 
selves, as evidenced by their high rates of alcoholism and burnout. 4,5 


Case example innovative teaching and the importance of student support 


One innovative. Light-hearted and possibly controversial approach to raising students' 
awareness of the importance of support is to tell them 'how to get thrown out of 
medical school'! This is a compelling way of illustrating unprofessional behaviour. 
Topics for discussion include: getting a criminal record (and hiding it from your medical 
school); forging a signature; alcohol and drug misuse; plagiarism; just disappearing; 
stopping attendance at college; not telling anyone you have a problem that interferes 
with your studies and then failing exams; and finally not accessing support when you 
need it. Discussion around these topics can be used to deepen an understanding of 
fitness to practise issues and help dispel myths. Students learn that the majority of 
referrals to a Fitness to Practise Committee are the result of either frank dishonesty or 
stupidity, but that most students who do get 'thrown out' of medical school are those 
with difficulties who do not seek help and so just fail exams. Students are encouraged 
to disclose problems since it is their attempt to conceal them that results in academic 
failure and having their studies terminated. The session is concluded by emphasising 
how much the medical school wants students to access support . 6 


_Systems of undergraduate support 

Mentoring is part of a package of support on offer to medical students. 
Universities have generic student support schemes open to all students. 
These include counselling, finance, health, accommodation, occupa¬ 
tional health and disability support (see Box 1.1). It is important that a 
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mentor has an in-depth knowledge of these generic support services and 
knows which ones are most appropriate for the student seeking support. 


Box 1.1 Sources of support for medical students 


Personal tutor. 

Student counselling 
service. 

Student health service. 

General practitioner. 

Disability services. 

Mental health services. 

Accommodation 

services. 

Student finance. 


• International advice 
service. 

• Nightline. 

• Samaritans. 

• Academic skills centre 

• Careers service. 

• Peer connections. 

• Occupational health. 


The generic support system in some ways mirrors the NHS in that it 
is constructed in a context of almost infinite needs of medical students, 
just as the NHS faces the escalating needs of patients. The success of 
any support system depends on the underlying ethos of the university 
towards its students. 

Most universities have a support team that coordinates student sup¬ 
port. Such a team is available to help with complex problems and will 
have regular review meetings to discuss the progress of struggling stu¬ 
dents. Support is commonly based on a system where each student is 
allocated a personal tutor or mentor. 


The main elements of any effective medical 
_student support system 

The following factors are required for an effective system of support for 
medical students: 

• allowing easy access for face-to-face meetings with a tutor or mentor, 
at least twice a year 
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• encouraging students to access guidance and advice to achieve 
their full potential 

• providing individual support of study skills 

• providing clear information to students on available support, 
including peer support 

• raising awareness of the generic student support services and 
local GP services 

• providing guidance on the core curriculum, optional components 
and assessment methods 

• providing regular and prompt feedback on student academic 
development 

• providing opportunities to practise exam techniques 

• encouraging struggling students to keep in regular contact with 
their mentor. 


Case story Morag 


Morag is a third-year student who has received feedback from her tutor on a case 
study she had written on the care of a dying patient in hospital. She comes to her 
mentor distressed because she only achieved a Low grade. 

Morag seems withdrawn and resigned, and says she always does badLy in her essays 
but scores highly in clinical examinations. The mentor looks carefully at her case 
study. The ideas are good but the paragraphs do not link together in a coherent way, 
making the essay seem rather slapdash. 

The mentor said, 'Morag, I know you are a bright student. Is there anything else 
worrying you?' 

Morag becomes tearful. 'I have to go back home every weekend to help look after my 
grandfather who is unwell with heart failure and is living on his own. I am worried 
that he is going to die. But I had poor essay marks before he became unwell.' 

The mentor listens to Morag's concerns and finds out that she has a supportive family 
and a boyfriend whom she can confide in. She asks Morag, 'Has anyone ever raised the 
possibility that you might have a form of dyslexia?' 

Morag says she had been tested in school but nothing was found. 

The mentor said, 'Look, I am no expert on dyslexia and clearly you do not have 
anything obviously wrong with your writing, but I am concerned about your ability to 
link ideas in a logical way. Would you like to see an expert on dyslexia who could give 
you a proper assessment?' 
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Morag is keen to get this help. The mentor spoke to the dyslexia adviser who saw 
Morag two weeks later and confirmed that she had a form of dyslexia. She made 
helpful suggestions to improve her essay writing. Morag also consented to the mentor 
making a note of her difficulty in her student record and gave permission for her 
bLock tutor on her attachment in care of the elderly to be made aware of her worries 
about her grandfather. 

Morag met her mentor after a month to review her progress and was much more 
settled and happy in her studies. They agreed to keep in touch by email and meet if 
Morag wished, or at their regular end of semester meeting. 


_Challenges for student support services: an overview 

These brief notes are an overview of some of the challenges facing a stu¬ 
dent support system wishing to meet the needs of medical students. Each 
of these areas is explored in more detail in the subsequent chapters. 


Awareness of student support services 

Many students are unaware of the support services that are available. 
Student support should not be viewed as a remedial service by the uni¬ 
versity or by students. The students need to meet their mentor at an early 
stage of their course. It may be helpful to have an introductory lecture on 
student support as an integral part of student induction. The students 
also need to know the key medical administrative staff who play a vital 
role in providing day-to-day advice on the course. The administrative 
staff, like everyone else involved in student support, should present a 
friendly face to students. The university should provide a clear directory 
of student support services with instructions on how to access them. 


Identifying struggling students 

Any support system may fail to identify students who are struggling until 
they fail exams. Helpful ways of addressing this problem are dealt with 
in Chapter 4. 


Providing continuity of support 

It is often difficult to maintain contact with students who are away from 
the university on electives or attachment to rural units. Such times may 
be stressful for the student, who may feel lonely away from their friends 
and without informal support. 
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The pressure of the curriculum may make it difficult to find a mutu¬ 
ally convenient time for support meetings with the mentor. Some stu¬ 
dents may be reluctant to meet a mentor who is also involved in their 
assessment. This is discussed in more detail in Chapter 3. 


Establishing boundaries 

It is important that the student and mentor agree the boundaries of their 
availability and preferred method of contact. There is a need to emphasise 
that mentoring is a relationship that requires engagement by both parties. 
If a meeting is anticipated to be particularly difficult it may on occasion be 
helpful, with the student’s consent, to have two mentors present. 


Individual and group meetings 

Individual face-to-face meetings are the core of mentoring. Students will 
rarely disclose real difficulties in a group. There may be coaching activi¬ 
ties that can be dealt with in groups but never personal issues. 


Space 

If students are to feel less inhibited in disclosing personal difficulties 
there has to be a quiet, safe space for them to do so. They need privacy 
and time free from interruption. 


Retention and motivation of students 

On occasions student may have to withdraw temporarily from the course, 
maybe for health reasons or family crises. They should be advised to keep 
in contact by email with their mentor and feel part of the learning com¬ 
munity. Some medical schools supply students with a student pack with 
details on how to approach their year out and how to prepare for their 
return. The student is expected to see their GP or specialist if they have 
withdrawn on health grounds. 


Mental health 

Providing appropriate support to students with mental health problems 
is essential. The subject is explored in full in Chapter 9. General practi¬ 
tioners and the university’s occupational health department play a cen¬ 
tral role in helping students with health problems. 
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Some medical schools give students with health problems a lami¬ 
nated card that they can show to supervisors. This flags up that the stu¬ 
dent is seeing the support services and suitable allowances should be 
made. The supervisor can contact the lead in student support. This saves 
the student explaining health issues repeatedly to supervisors and the 
card can act as a ‘safety net’. 7 


Breaches of professional behaviour by students 

Students learn from the outset of their studies the standards and val¬ 
ues expected of them as a professional. 3 Serious breaches of professional 
behaviour such as criminal behaviour are referred to a Fitness to Prac¬ 
tise Committee. The mentor may have a role in advising the student and 
acting as his or her advocate in such hearings, especially if termination of 
the student’s studies is being considered. 


Recruiting, supporting and training mentors 

Clinicians are busy people and may be unwilling to sacrifice time for 
a mentoring role. New mentors require training and they should have 
someone with whom they can discuss the complexities of their role. It is 
helpful if there is a forum where mentors can meet to share concerns. 

Students and mentors need clear guidelines as to what they can expect 
from each other; sometimes this is formalised as a learning contract. 


Coaching andfeedback 

Students are always asking for more feedback on their work and progress. 
Mentors should be skilled in providing feedback that is positive and con¬ 
structive. The student and mentor can then devise a number of specific, 
achievable goals to work towards before their next meeting. Peer mentor¬ 
ing can also be an effective way of coaching and giving feedback. 


Special groups of students 

Certain student groups share difficulties: international students face 
language and cultural issues, widening-access students may find it hard 
to integrate into the course and graduate students may have difficulty 
juggling a work-life balance. 

Some medical schools have a ‘buddying system’ where some stu¬ 
dents in the years above act as ‘parents’ for new students as they settle in. 
Such ‘buddies’ may act as peer mentors. 
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Confidentiality 

Maintaining confidentiality is always a challenge for both the mentor 
and the student, who should understand its limits. Generally if there is 
a serious mental health problem that threatens patient care or the life of 
the student, or if there is a serious breach of professional behaviour that 
might involve fitness to practise issues, then the mentor has an obligation 
to share the information with the academic authorities. 


Supportfor trainees 

Support for doctors in training must be provided to prevent drop-out, to 
make training enjoyable and to nurture good professional development. 


Case story James 


James has recently been appointed as a Foundation Year 1 doctor in a new area. He 
meets his consultant and educational supervisor, who emphasise the importance of 
attending the training seminars on the medical unit. James is often late for ward 
rounds and he is bossy with the nurses on the ward. A patient has now complained to 
the consultant that James was rude to her. The consultant sees James and asks him if 
he sees any problem with his performance. 

James replies, 'No, I seem to get along fine. The patient who complained was a poor 
historian and was taking so much time. I just asked her to stop waffling and to 
answer my questions to the point. If there is a problem on the unit it is with some of 
the nurses who think they know everything.' 

The consultant suggests that James has a chat with his educational supervisor who 
has time allocated to discuss the issues in more detail (continued below). 


The transition from undergraduate to Foundation Doctor is chal¬ 
lenging because there are new responsibilities and pressures from work. 
These challenges have increased because the trainee is often working 
in a strange environment with new colleagues and without the support 
of friends and family. This is a point at which trainees may feel unsup¬ 
ported, isolated and stressed. They may have to balance a busy job with 
their home lives, and in some cases they maybe being bullied. 

In some ways the response to transition is similar to that of someone 
sustaining a loss. Clinicians are familiar with the range of emotions and 
behaviours accompanying grief and loss. They need to be aware that col¬ 
leagues may demonstrate a similar pattern in response to change. There 
may be Shock, Denial, Anger, Bargaining before Acceptance and mov- 
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ing on . 8 A trainee may be withdrawn and show a lack of enthusiasm or, 
as in the case above, deny there is a problem. Anger may be shown in 
any number of ways; there can be a sense of frustration following a poor 
performance. As trainees move between these stages they may display 
uncharacteristic behaviours and emotions that impact on their work and 
their ability to communicate with patients, families and colleagues . 9 

There are a number of sources of support for doctors in training, 
some of which are listed in Box 1.2. 


Box 1.2 Sources of support for trainee doctors 


Educational supervisor. 

Mentor. 

Clinical supervisor. 

Training programme director. 

Foundation programme director. 

Health Education England or deanery 
in Scotland. 


• General practitioner. 

• British Medical Association. 

• Defence organisations. 

• National Clinical Assessment Service 
(NCAS). 

• Occupational health. 

• Sick Doctors Trust. 


_Role of mentors for trainees 

Foundation Year doctors may be confused about the difference between a 
mentor and an educational supervisor. Mentoring is different from edu¬ 
cational supervision in that a mentor should not have an assessment role. 
The reason for this is that once trainee doctors feel that they are being 
assessed they may not disclose difficulties that they fear might adversely 
affect their career progress. Educational supervisors may have a men¬ 
toring role but the main aim of educational supervision is to maintain 
standards of training . 9 A mentor can provide additional pastoral support, 
promote professional attitudes and help with career advice. 
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Case story James (continued) 


James sees his educational supervisor, who senses there is much more going on 
in James's story than just settling into a new job. He asks James if he wouLd Like 
to speak to a mentor with totaL confidentiality and who is not involved in his 
assessment. 

James meets another consultant, who listens to James's story and asks him about 
adverse life events. After some time James admits that he is struggling with the 
new job, has Little time to relax and is not sleeping. He is also drinking alcohol most 
evenings to try to get to sleep. He wonders whether he has made a dreadful error in 
choosing to become a doctor. 

The mentor asks whether he is depressed. James replied, 'Yes, I do feel Low. Some 
days I have great difficulty getting out of bed and going to work ... I just dread 
the ward.' 

The mentor arranges for James to see a general practitioner as he was not registered 
with one in the area. He advises James also to see a doctor in the occupational 
health department of the hospitaL. He praises James for seeking help and reassures 
him that once he felt better he would be in a position to make decisions about 
the future. At present the main priority is his health and he needs help with his 
depression. The mentor suggests keeping in contact by email and a further meeting 
once James has seen the GP. 


_Support for general practitioners 

General practitioners have come under close scrutiny by the public, 
media and politicians. The drive for accountability and rising patient 
expectations have created pressures for GPs so it is appropriate to exam¬ 
ine the provision of support for GPs . 10 

General practitioners in difficulty cannot provide the best standards 
of care. GPs, like other doctors, are subject to stress, burnout, and physi¬ 
cal and mental illnesses . 11 Starting in general practice can be a difficult 
transition for the specialty trainee. Doctors are generally reluctant to 
admit that they are struggling because they can feel that this is a sign of 
failure. Mentors can help GPs affected by change in either their personal 
or professional life when this impacts on their patient care. Stress can 
be caused by a number of factors: practice reorganisations, complaints, 
family problems and alcohol misuse. Revalidation is one way in which 
doctors can demonstrate that they are fit to practise and may help to 
identify more doctors who require further support. General practition¬ 
ers also take part in annual appraisal. 
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However, the Local Revalidation Teams and appraisals are con¬ 
cerned with making judgements about the doctor’s performance at work. 
It is unlikely that doctors are going to discuss problems such as alcohol 
misuse or burnout in these arena. Mentoring could help to fill a gap and 
provide support in a non-threatening way, and in so doing perhaps avoid 
more serious problems from developing. General practitioners are much 
more likely to discuss their real concerns on a confidential one-to-one 
basis with a trusted colleague they have chosen than with a responsible 
officer on a revalidation team. This would be an effective way to reduce 
the number of doctors appearing before the GMC. Some sources of sup¬ 
port available for GPs are listed in Box 1.3. 


Box 1.3 Support available for GPs 

• Colleague. 

• Mentor. 

• British Medical Association. 

• Medical defence organisations. 

• GMC. 


NCAS. 

Postgraduate Medical and Dental 
Education (Health Education England) 

Appraisal. 

Revalidation. 


_Mentoring systems 

Healthcare organisations are responsible for developing policies and 
procedures to recognise concerns about a GP’s performance and to act 
to address those concerns. Two excellent initiatives illustrate that it is 
possible to institute effective mentoring that is appreciated by general 
practitioners. 

The West Midlands Deanery Professional Support Unit (PSU) is tar¬ 
geted at doctors in difficulty. 11 This scheme offered GPs trained mentors 
who provided confidential peer support. Mentees were made aware from 
the outset that, if issues arose that directly compromised patient safety, 
the mentor would have to refer the matter on to the appropriate authority, 
which could be the GMC. These issues are discussed in Chapter 4. 

The Career Development Unit (CDU) covers the Thames Valley within 
Health Education Thames Valley. 12 Alongside its provision of career guid¬ 
ance the CDU provides coaching and mentoring for doctors who self-refer 
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or are referred. The CDU provides guidance and workshops to help educa¬ 
tors manage performance issues in trainees, and also collaborates with 
trainers to provide personal coaching or mentoring for individual train¬ 
ees who need additional support to improve their performance. 


_Conclusions 

This chapter has reviewed the support available to students, doctors in 
training and general practitioners. The next chapter focuses on mentor¬ 
ing, a more specific way of supporting these colleagues. 


Key points 

Mentoring is part of a network of support. 

Mentors need to know what support is available in their organisation. 

The reasons behind a poorly performing student or doctor are usually complex. 
Mentoring should not involve assessment. 

Confidentiality is crucial in any form of support. 

Transition points can cause stress and require support. 
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Dr Ted Sever, the on-take 9 p.m. ward round 


_Introduction 

There are many definitions of mentoring, each focusing on different 
aspects of the role of mentor. Essentially, mentoring is a process of pro¬ 
viding support, advice, knowledge and wisdom for the benefit of another 
individual (a mentee). A mentor helps another person through times of 
transition or changes in his or her personal circumstances. 

The Standing Committee on Postgraduate Medical Education defines 
mentoring as a process whereby an experienced, highly regarded person 
(the mentor) guides another individual (the mentee) in the development 
of his or her own ideas, learning, and personal and professional develop¬ 
ment. 1 

Although mentoring is a dynamic relationship that is ever developing, 
it is important that the mentor and mentee are clear about what mentor¬ 
ing is in their particular context. 2 


_History 

Odysseus, before departing for the Trojan Wars, entrusted his friend 
Mentor with the responsibility of looking after his son Telemachus while 
he was away on his voyages. Odysseus was concerned that his son should 
develop the appropriate spiritual and personal values. Medieval mentor¬ 
ing related more to the craftsman-apprentice relationship. Present-day 
concepts of mentoring were revived in the United States in the 1970s, 
when mentoring became fashionable in corporate management. Man¬ 
agers would identify individuals with potential and fast-track them to 
senior positions. 

Later mentoring became more popular in nurse education in helping 
student nurses make the transition from the lecture hall to the ward. 3 
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Medical mentoring is not a management tool but is closely linked to the 
role of a teacher. The concept of mentoring seems to have moved from 
career development to tutor and role model and has now come full circle 
to the classical Homeric tradition of friend and supporter, a model that 
is adopted in this book. 4 A more modern fictional example of mentoring 
might be Obi-Wan Kenobi in the Star Wars films who was a mentor for 
Anakin Sky walker, with somewhat mixed results. 5 


_Why have a mentor? 

Students and doctors face major challenges in the course of their careers. 
The long career trajectory from school, through university and specialty 
training, to become an independent general practitioner can result 
in stress and in some cases burnout. Individuals need guidance and 
encouragement through these transitions if they are to become capable, 
competent and compassionate practitioners. 2 

Mentoring helps individuals through these transitions and may 
have further benefits in identifying potential and encouraging learners 
to develop. Mentors work right across the spectrum from high-flyers to 
those who are struggling, and including ethnic minorities and disadvan¬ 
taged individuals. Mentors also play a part in stopping harassment and 
bullying. 

Mentoring can develop professional attributes and facilitate sociali¬ 
sation into a profession. 6 

Mentoring can also play a part in supporting established general 
practitioners who may be at risk of compassion fatigue and burnout later 
in their careers. Indeed, while promoting individual self-development is 
the core of mentoring, its suggestions for change can have an impact on 
the organisational culture so that supporting staff is seen to be essential 
by the organisation. 

Stenfors-Hayes et al. suggest that there are three ways of being a 
mentor: 7 

i_ By answering questions and giving advice 

2 By showing what it means to be a doctor, i.e. by acting as a role model 

3 _ By listening and stimulating reflection. 


Being a mentor means supporting mentees’ learning, preparing 
them for professional practice and inspiring them to be competent and 
compassionate doctors. A mentor must be interested and involved in the 
mentee’s progress. He or she must be ready to adopt a number of differ- 
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ent roles in response to the problems presented by the individual at a par¬ 
ticular time. 

These roles are summarised in Box 2.1 and explored in further detail 
later. 


Box 2.1 Roles of a mentor 

• Sounding-board. 

• Adviser. 

• Referee. 

• Colleague. 

• Networker. 

• Confidante. 

• Supporter. 


• Empathiser. 

• Coach. 

• Advocate. 

• Critical friend. 

• Problem solver. 

• Mirror. 

• Role model. 


_Aims of mentoring 

The work of the mentor is part of the teaching and support a student or 
trainee receives from a large number of staff. The mentor aims to help 
with anything that is impairing a student’s or trainee’s academic progress 
or a GP’s performance. He or she assists in reducing stress, encourages 
lifelong reflective learning and makes education an enjoyable experi¬ 
ence. Part of improving the performance of students and trainees is help¬ 
ing them to reflect on their work: they must be ready to identify what is 
going well and to recognise when they are not working well. This process 
of reflection is central to their learning and the mentor can show how it 
is not a boring tick-box exercise but part of becoming a mindful doctor. 
Giving constructive feedback to mentees is another core role of a men¬ 
tor; the mentor can help to build self-confidence and encourage humility. 
Medicine is a complex, uncertain discipline and mistakes are bound to 
happen. Mentoring can assist mentees to learn from their mistakes and 
to seek to support colleagues who are having difficulties. In this way stu¬ 
dents and trainees learn effective multidisciplinary teamwork in which 
all colleagues, from all disciplines, are treated with respect and kindness. 
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_Qualities of a mentor 

Mentoring takes many forms but all those involved in supporting stu¬ 
dents and trainees share certain qualities (as shown on Table 2.1). 


Table 2.1 Qualities of a mentor 


Patience 

Struggling students and trainees may be inconsistent in their behaviour, 
late for appointments and may not reply to emails. A mentor needs to work 
with these frustrations in helping the mentee with his or her probLem 

Confidence 

The mentor should act as a role model and have a positive outlook 

Competence 

The clinician should be competent in his or her specialty and have credibility 
with colleagues 

Commitment 

The mentor must maintain interest over time to help students, trainees 
and colleagues 

Integrity 

The mentor should exhibit high standards of professional behaviour 

Kindness 

The mentor should be kind and approachabLe, recognising that it might have 
taken a great deal of courage for the troubled individual to come forward 

Coach 

The mentor must be competent enough to help teach the mentee in clinical 
skills and to help develop effective learning styles and exam technique 

Humour 

Learning should be fun and mentees and their mentors should be able to 
laugh at times and not take themselves too seriously 

Humility 

Medicine is a humbling discipline and humility a necessary virtue for being 
a doctor 

Counsellor 

Mentors shouLd have good communication skills to give mentees the 
opportunity to talk about their difficulties 

Organiser 

To schedule meetings, keep records, manage time and plan 


_What to consider before taking on a mentor role 

Anyone considering becoming a mentor should reflect on the following 
points before taking on the role. 

Have I the time to take this on? 

Mentees should be seen on average about twice a year and each meeting 
can last up to an hour. Reading essays, case discussions or portfolios also 
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takes some time. Problems crop up and a student or doctor in difficul¬ 
ties will need more frequent meetings. Most meetings are initiated by the 
mentee and usually require a prompt response. 


Have I the commitment to students and doctors 
to perform the role? 

Struggling students and doctors may not answer emails, may forget 
appointments and may sometimes be angry and resentful. Mentors need 
patience and an ability to see this behaviour as part of the problem and not 
to react with immediate criticism. Mentees who have had a negative expe¬ 
rience with a mentor will often be reluctant to consider contacting him or 
her for support in future. It can be helpful to keep in mind that every stu¬ 
dent and doctor was an ‘A’ student when they entered medical school. 


Am I prepared to act as an advocate for the mentee? 

At times a student may ask a mentor to plead his or her case to mem¬ 
bers of the medical school, which may involve the Academic Review 
Committee or discussion with senior colleagues. In cases of bullying or 
harassment the mentor may support the student or doctor during formal 
hearings. Although discussions with the mentee are confidential, there 
are rare instances when a person’s behaviour puts patients at risk or the 
person is a risk to him or herself. In these rare situations the mentor has 
to warn the mentee that he or she has to inform the appropriate authority. 


What are my own strengths and weaknesses? 

Some of the qualities required to be a mentor were discussed earlier in 
this chapter. Many mentees are worried that having personal problems 
will be viewed negatively and may affect their career prospects. Mentors 
need to make it clear that the welfare of the mentee is their primary con¬ 
cern and that the individual has taken the right step in coming for help, 
and that this will have no deleterious effect on his or her record. 


Do I need to learn any new skills? 

New mentors might feel they need further training in certain areas, for 
example in giving feedback in a constructive way. 
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_Choosing a mentor 

In advising students, trainees or GPs on choosing a mentor it is helpful 
for them to reflect on the following questions: 8,9 

• who takes an interest in your progress? 

• who encourages you? 

• who is a good role model? 

• who has helped you in the past? 

• who has challenged you to improve your practice? 

• who is accessible and friendly? 

• what is it about these people that has helped you? 

A mentor should be enthusiastic and have a strong commitment to 
teaching and learning. A good listener, he or she should be sensitive to 
the needs of trainees. While every doctor should have a mentor, however, 
not every doctor is suitable to be one. 8 

A mentor must have empathy with the doctor and they need to agree 
boundaries to their relationship. They need to have realistic expecta¬ 
tions of each other; a mentor cannot solve every problem but he or she 
can provide the time and space to address the issues. Perhaps simply giv¬ 
ing a doctor in difficulty permission to raise his or her issues is one of 
the most useful functions of a mentor. Mentoring is an evolving relation¬ 
ship that is both supportive and challenging, and it must be confidential. 
Some personal issues may remain ‘off the record’, unless issues of patient 
safety arise. These boundaries must be made explicit from the outset. 
Mentors need to be skilled at providing feedback, an issue that is exam¬ 
ined in detail in Chapter 5. Mentors should also know when they need to 
ask for help and when to refer a trainee to others. 


_How should mentoring take place? 

What to do before a meeting 

The mentor should book a mutually convenient time for the meeting. 
Communicating with a student, trainee or GP who also has fixed com¬ 
mitments and a variable timetable may require patience. Initial emails 
should be worded in a friendly manner, perhaps using given names. There 
has to be privacy for the one-to one meeting; confidentiality is crucial and 
a quiet setting conveys this to the mentee. It may be necessary to gather 
background information from a referring colleague before the meeting. 
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What to do during the meeting 


Case story Nitin 


Nitin is a fourth-year student noted as having no previous problems. He emails his 
mentor to ask for a meeting because he has just failed his end-of-year OSCE exam. 
Setting aside an hour, the mentor arranges to have a meeting in a quiet room where 
they will not be disturbed. 

The mentor starts by welcoming Nitin and saying that she is pleased he has come 
and is sorry to hear that he has failed his exam. The mentor explains that she is not 
involved in his assessment, that her role is solely to help him and that the meeting 
is confidential. 

Nitin looks downcast and is near to tears. The mentor empathises and reassures him 
that he can take his time just to explain how things went. He tells you that he failed 
two stations, in communication and in paediatrics. The mentor prompts him to reflect 
on stations that went well and points out that, even with the two stations where he 
scored badly, he only failed to pass by a narrow margin. 

The mentor asks Nitin to describe what exactly happened in the two stations. He 
explains that in the communication station he had to counsel a 16-year-old girl in 
A&E who was requesting the 'morning after piLl'. 

With the mentor's prompting, Nitin says he covered the various choices open to the 
patient quite well. He then says that he totaLly ignored her emotional distress and 
had kept a rather distant 'professional' manner throughout. 

The mentor asks why he did this and Nitin explains that he felt a bit flustered and 
embarrassed himself, and did not want to open an emotional 'can of worms' in a time- 
limited OSCE. The mentor finds out that in the ward situation Nitin is reported to 
have excellent communication skills and is comfortable discussing emotional issues 
with patients. 

The mentor then asks about the specifics of the paediatric station. Nitin was asked about 
a baby's growth chart and, because he had not been on his paediatric ward for almost a 
year, had become confused and failed to spot that the baby was failing to thrive. 

Yet again the mentor reminds Nitin that he did very well in several stations in the rest 
of the OSCE and in fact only marginally failed to gain a pass mark. The mentor asks 
him if there are any other difficulties with the course that concern him. 

He is worried that this failure will count against him gaining a Foundation Year post. 

He says there is some tension with the landlord of his student flat who will not arrange 
plumbing repairs. He asks for help in improving his performance in the resit OSCE. 

The mentor reassures Nitin that he is a good student and that he is going to qualify 
and get a Foundation post. She explains that many students slip up in an occasional 
exam but it is always more of a fright when it occurs late in the course for the first 
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time. She suggests that a practice session of OSCE communication stations might 
help to restore his confidence. Nitin is keen on this idea and the mentor fixes a slot 
for him with a clinical tutor in a couple of weeks' time. 

The mentor asks if he would like to attend the paediatric ward for some extra sessions 
and offers to speak to a registrar she knows who can arrange this with Nitin. 

She also gives him the number of student accommodation services. They may be able 
to help with his landlord problem. 

The mentor arranges to see Nitin in a month and encourages him to keep in touch 
by email. 


Note: Nitin attends the OSCE revision session and the extra work on the paediatric ward. He 
passes his resit easily and is now a Foundation Doctor with plans for a career in chest medicine. 


Structure of the meeting: ten tips 

From the case study of a struggling student the following ten tips emerge: 
i_ Introductions 

2 Put the individual at ease and reassure him or her that the meeting is 

confidential. Explain that your role is supportive and you are pleased 
that he or she has come for help. Identify the purpose of the meeting 
and be clear about the mentee’s expectations 

3 _ Explain that you will take notes and what will happen to the record 

4_ Start by asking how things are going 

5 _ Explore work and study patterns 

6 _ Explore the specific issues raised by the mentee 

7_ Discuss various solutions 

8 _ The mentee agrees on an action plan 

9_ Offer continuing support and give contact details 

io_ Arrange follow-up. 

_Follow-up 

As the mentee puts the agreed plan into action the cycle begins again, cre¬ 
ating a learning spiral in which the mentee gains in self-awareness and 
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deepens his or her understanding. The mentee moves from a position of 
dependence to become independent. At this stage the mentee is comfort¬ 
able to be challenged about his or her views and to accept constructive 
criticism and feedback. 


What to do after the meeting 

• Document the meeting. 

• Pass on any conclusions that the mentee has agreed might be put in his 
or her file. 

• Consider referral. 

• Make sure you implement any tasks you have agreed to carry out. 


When to refer 

Individuals who might benefit from more specialist help should, with 
their consent, be referred to the appropriate service. The medical school 
or General Medical Council (GMC) should be notified if there is a ques¬ 
tion of the student’s fitness to practise. 


_Personal tutor support and networking 

A mentor can provide help both for mentees and their personal tutors 
by establishing a good working relationship with tutors. He or she must 
be ready to accept referred students. For example, it can be useful, with 
a student’s consent, to brief a block supervisor of a student’s recent 
bereavement. Personal tutors can also discuss any student who is caus¬ 
ing concern with the mentor so that support may be provided before any 
possible exam failure. Small group tutorials offering practical tips for 
new tutors are an opportunity both to address tutors’ concerns and to 
provide training in supporting students and trainees. 


_Organising a mentoring system 

The organisation must believe in the value of mentoring and be prepared 
to demonstrate its commitment. Managers should raise awareness of the 
mentoring system and be clear about the aims and outcomes of mentor¬ 
ing. They should ensure that the mentoring ethos is consistent with their 
own culture within the organisation. The organisation needs to be aware 
of the identity of the mentors and mentees with whom it is involved. Men¬ 
tors require training and support, and there should be some evaluation 
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of the mentoring system. Optimally the mentees should be able to choose 
their mentor but this may not always be practical. 

There is a great potential for developing mentoring schemes in the 
NHS. Referral for a mentor’s support should follow any investigation of 
concerns about a doctor’s professional competency. There is a need to 
achieve a more appropriate balance between regulation and support by 
organisations such as the GMC and the National Clinical Assessment 
Service (NCAS). 


Benefits of mentoring 

Mentoring can benefit the mentee, the mentor and the organisation. 

MENTEE 

Mentees gets a listening ear, valuable direction, gaps filled in, doors 
opened and a different perspective on their problems. They may also 
gain greater self-confidence and be able to develop their reflective learn¬ 
ing skills. They should become more comfortable about accepting praise 
and criticism. Mentees may become more politically aware and gain 
increased understanding of their organisation. They will feel supported 
through transition times, developing a broader outlook, becoming more 
able to embrace change and willing to take risks. Job satisfaction will be 
increased and they will have a better sense of the direction of their career 
path. Increasingly sensitive to the needs of colleagues, mentees will have 
improved team-working skills. They can also benefit from one-to-one 
teaching and encouragement to reflect on their learning experiences . 2 

General practitioners can benefit from mentoring in three areas: 
their professional practice, personal wellbeing and their professional 
development . 10 The benefits extend beyond the doctor’s professional 
role and cross the professional-personal interface . 10 Mentoring seems 
to have most effect on problem solving and change management but the 
benefits are not restricted to one domain. Many doctors come to mentor¬ 
ing when their self-confidence is low as a result of workload pressures, 
difficult relationships with colleagues, personal problems and feeling 
undervalued by their colleagues . 10 Mentoring can help to restore self- 
confidence by suggesting fresh ways of tackling problems. Many doctors 
need help with problems arising at the professional-personal interface: 
relationships, job satisfaction, performance, managing change and 
problem solving. Job satisfaction and a sense of belonging to a medical 
community can be increased by mentoring . 10 Other problems that may 
be encountered by general practitioners relate to: practice re-organisa- 
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tion, service delivery, home-work balance, changing jobs, career devel¬ 
opment, complaints and disciplinary procedures . 10 

MENTOR 

Mentors will gain in self-awareness and will develop their skills in giving 
and receiving feedback. There is a strong link between mentoring and 
teaching. Mentoring involves reflecting on one’s own values . 11 Mentoring 
involves keeping up to date in knowledge and being familiar with the cur¬ 
riculum and organisation. Contact with colleagues brings opportunities 
for giving and receiving support. Increased job satisfaction comes with 
the feeling that one is helping colleagues to flourish and achieve their 
potential. Passing on one’s experience is rewarding in itself. Negotiating 
skills are improved as one develops the ability to encourage, challenge 
and support others. 

ORGANISATION 

The benefits of mentoring extend beyond the doctor’s professional role. 
The organisation benefits by having staff who feel valued and supported. 
Access to mentoring improves morale, staff retention and recruitment, 
and there is less burnout. Mentoring fosters a culture of trust and confi¬ 
dentiality, and as a result team-working is improved . 2 

It is likely that NHS organisations would be improved by doctors 
who feel valued and more fulfilled in their professional roles as a result 
of mentoring . 10 Patients benefit by the improved professional practice, 
team-working and increased confidence of doctors who receive mentor¬ 
ing . 10 There is now official support for mentoring of NHS doctors from 
the Royal College of General Practitioners . 12 


_Conclusion 

This chapter introduced mentoring. In the next chapter the mentoring 
relationship is explored in much greater depth. 
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Key points 


Mentoring is supportive. 

Mentors share certain personal qualities. 

Should I become a mentor? 

How to choose a mentor. 

How to structure a meeting with your mentee. 

Mentoring has benefits to the mentee, the NHS and to patients. 


_References 

1 Standing Committee on Postgraduate Medical Education. Supporting Doctors and 
Dentists at Work: an enquiry into mentoring. London: SCOPME, 1998. 

2 McKimm J, Jollie C, Hatter M, London Deanery. Mentoring: theory and practice. 
London: Faculty Development, www.faculty.londondeanery.ac.uk/e-learning/ 
feedback/files/Mentoring_Theory_and_Practice.pdf [accessed 25 June 2014]. 

3 Andrews M, Wallis M. Mentorship in nursing: a literature review. Journal of Advanced 
Nursing 1999; 29(1): 201-7. 

4 Bulstrode C, Hunt V. What is mentoring? Lancet 2000; 356(9244): 1788. 

5 Star Wars, http://starwars.com/explore/the-movies/episode-iii/ 

[accessed 25 June 2014]. 

6 Kalen S, Stenfors-Hayes T, Hylin U, et al. Mentoring medical students during 
classroom courses: a way to enhance professional development. Medical Teacher 2010; 
32(8): 315-21. 

7 Stenfors-Hayes T, Hult H, Dahlgren LO. What does it mean to be a mentor in medical 
education? Medical Teacher 2011; 33(8): 423-8. 

8 Cooper N, Forrest K. Essential Guide to Educational Supervision in Postgraduate 
Medical Education. London: BMJ Books, Wiley-Blackwell, 2009. 

9 Gupta RC, Lingam S. Mentoring for Doctors and Dentists. Oxford: Blackwell Science, 
2000 . 

10 Steven A, Oxley J, Fleming WG. Mentoring for NHS doctors: perceived benefits across 
the personal-professional interface. Journal of the Royal Society of Medicine 2008; 
101(11): 552-7. 

11 Stenfors-Hayes T, Kalen S, Hult H, et al. Being a mentor for undergraduate medical 
students enhances personal and professional development. Medical Teacher 2010; 
32(2): 148-53. 

12 Royal College of General Practitioners. Teaching, Mentoring and Clinical Supervision. 
Curriculum Statement 3.7. London: RCGP, 2007, www.rcgp.org.uk/gp-training-and- 
exams/gp-curriculum-overview/gp-curriculum-previous-versions.aspx 

[accessed 25 June 2014]. 


28 




THE MENTORING 3 
RELATIONSHIP 


Listen 

Dr M.R. Rajagopal, a sign on the wall in the palliative care clinic in Calicut 


_Introduction 

In this chapter the mentoring relationship is explored, beginning by 
looking at what students and doctors in training expect from a mentor . 1 


_What do mentees want? 

What do struggling students value in a mentor? 


Accessibility 

Sometimes students report difficulty in establishing relationships with 
mentors. Face-to-face contact is often limited and students may feel 
intimidated when contacting a busy senior clinician. Students are far 
more likely to trust mentors with whom they have a regular contact than 
those to whom they are referred when they have failed an exam. 


Respecting confidentiality 

A respect for confidentiality is essential in a successful student-mentor 
relationship. Although students are generally happy to approach staff 
about academic matters, they are less sure about contacting mentors 
about personal issues. Confidentiality is important on both sides. 


Giving feedback 

Students prefer face-to-face feedback; it is valuable to meet a mentor on a 
regular basis to discuss his or her understanding of the curriculum. Giv¬ 
ing some positive feedback builds self-confidence and helps students to 
address deficiencies. 
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Knowledge of curriculum 

Students value support from staff who have an understanding of the 
medical curriculum and know what is expected of the student at each 
stage. Mentors who can draw on their own experiences at medical school 
are better equipped to relate to a student’s particular situation. Mentors 
can provide insights into the medical profession and the rites and cus¬ 
toms related to medicine: the ‘hidden curriculum’. 


Academic guidance 

It may be possible for mentors to help students identify educational needs 
and to advise them about effective learning strategies. Mentors can help 
students by giving feedback on their clinical case discussions or on their 
clinical portfolios. Students may need help and encouragement to use 
reflection as an aid to learning. 


Professional development 

Role modelling is a powerful learning tool. Mentors have opportunities 
to be good role models by demonstrating openness to discussing their 
strengths and weaknesses. By modelling the reflective process and how 
this improves clinical practice, mentors can enhance the students’ own 
professional development. 


Knowledge of sources of support available 

Students benefit from mentors who are well informed of the range of 
available support and when to make referral to other agencies. 


Respect, empathy and patience 

Students who are struggling need encouragement and sometimes con¬ 
soling. Some students, having never failed an exam before, find the expe¬ 
rience devastating, with a consequent loss of confidence. It is surprising 
that some students seem to lose confidence as the course progresses and 
may even doubt that they wish to continue in medicine. 


Personal support 

Mentors should possess the counselling skills to respond sensitively 
to students who experience a range of personal problems. There may 
be family problems with a breakdown of relationships causing mental 
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anguish. Depression may occur and present in failing exams or unex¬ 
plained absences. Financial worries about funding their course may be 
difficult for students to discuss. Stress from their workload or from exam 
anxiety can impair performance in assessments. Once students are con¬ 
fident that they can trust the mentor they then disclose these personal 
concerns. 


Advocacy 

Mentors may be required to act as an advocate for the student. Some¬ 
times this may create a conflict of interest and then further advice should 
be sought. Where the mentor is required to write a report on the student’s 
progress, consent must be given. 


Career advice 

Where students need information about specific career paths the mentor 
should be able to provide suitable contacts. The university career service 
may also give individual help on career choices, interview techniques 
and writing a CV. 


_Doctors in training 

Goodyear et al. found that Foundation Year doctors had equivocal expe¬ 
riences of mentoring during their undergraduate training . 2 Most of the 
doctors wanted a mentor but said they would prefer to choose one. The 
top five characteristics of good mentoring were: being supportive, ensur¬ 
ing confidentiality, providing feedback, being honest and having good 
listening skills. The doctors were confused about the distinction between 
an educational supervisor and a mentor. The Foundation doctors looked 
to the mentor for career advice and advice about specialist training, 
motivation, help with clinical problems, a sounding board, emotional 
support and networking . 2 Lloyd and Becker reported that paediatric spe¬ 
cialist registrars valued feedback on their performance, career advice 
and objective setting from their educational supervisors. In this paper 
they commented that poor aspects of supervision were a lack of commit¬ 
ment, talking rather than listening and a need for more encouragement . 3 


_The relationship 

The mentees discussed in this book - students, trainees and general prac¬ 
titioners - are colleagues not patients. When mentors are in their clinical 
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role they adopt a range of sophisticated communication skills, emotions, 
attitudes and competencies for the benefit of the patient. A mentoring 
model can be designed that utilises these same skills, knowledge and 
attitudes for the benefit of students and doctors. The skills involved cover 
such areas as: taking a careful history, identifying the struggling stu¬ 
dent or doctor in difficulty and gathering further information. They also 
include: making a diagnosis, negotiating a management plan with the 
mentee, knowing when to refer for help and arranging follow-up to pro¬ 
vide continuity of care. 4 Just as in the clinical situation where patients 
present with a complex combination of physical, psychological and social 
problems, students and doctors also have complex factors interacting to 
affect their performance. 

Confidentiality and trust form the foundation of the doctor-patient 
relationship and they are equally important in the mentor-mentee rela¬ 
tionship. However, it is vital that the mentor needs to appreciate that he 
or she is not the mentee’s doctor. This aspect of the relationship will be 
discussed further in this chapter. 

Every student, trainee and general practitioner should have a men¬ 
tor, particularly at the transition points in their careers, which have been 
discussed. Mentoring should be available for all medical students and 
doctors, not just those who have been identified as struggling. Clinical 
teachers are ideally placed to act as mentors and are in the best position 
to identify early signs of a student or doctor having difficulty. If support¬ 
ive interventions can be introduced early then major problems may be 
avoided. 5 

Mentors need to have the skills to recognise the signs of a student or 
doctor in difficulty (Chapter 4). They need diagnostic skills to clarify the 
problems and therapeutic skills to discuss and agree a plan of manage¬ 
ment with the student or doctor. 4 A patient-centred interviewing model 
to guide the discussion with the mentee follows both strands clinicians 
use in their consultation with patients. 4,6 One strand follows a biomedi¬ 
cal model that focuses on the disease and traditionally involves taking 
a history, carrying out an examination, arranging investigations and so 
reaching a differential diagnosis. The other strand follows the patient’s 
agenda and is focused on the broader concept of the meaning of the ill¬ 
ness to the patient. This strand involves exploring the patient’s Ideas, 
Concerns and Expectations about his or her illness and the impact it has 
on the patient’s life. The outcome is a shared understanding of the situ¬ 
ation between the patient and doctor. Normally these two strands to the 
consultation are integrated in a patient-centred approach. 4 

In a mentee-centred approach, the agenda of the mentor that might 
be focused on exam results, revalidation reports, attendance or perfor- 
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mance issues is integrated with the mentee’s agenda. This may be focused 
on partnership problems, family issues, stress or a lack of motivation . 4 A 
skilled mentor will follow the student’s or doctor’s agenda, exploring his 
or her Ideas, Concerns and Expectations before introducing discussion 
of the mentee’s agenda, which might include an issue affecting perfor¬ 
mance. Too often the mentee’s agenda is left to the end of the interview or 
is neglected altogether. 

Just as the results of investigations can contribute to a patient’s care 
so too can objective data on the student or trainee help in discussions. 
This data might be an exam result, feedback from colleagues or attend¬ 
ance records. These results may back up impressions gained from the 
history. 

In devising a way forward to help the student or trainee, the mentor 
can use the same therapeutic skills that he or she uses in negotiating a 
management plan with the patient. In a mentee-centred approach the 
student or trainee comes to recognise, acknowledge and deal with the 
issues affecting their performance . 4 

However, in adopting an open mentee-centred approach the mentor 
may fear that he or she is going to ‘open a can of worms’. Some clinicians 
distance themselves from patients for the same reason. However, if the 
mentor is to have a trusting relationship with the mentee he or she must 
give the individual an opportunity to discuss real concerns. The founda¬ 
tion of effective personal support is empathy, both in a clinical consulta¬ 
tion and in mentoring . 7 

Supporting a struggling student or doctor in many ways mirrors the 
clinical consultation, but the focus of care and attention is a mentee not a 
patient. Supporting students and trainees involves adopting an empathic 
role, attempting to see the world through their eyes. The aim of a meeting 
is to provide a supportive, confidential environment in which the men¬ 
tee is able to voice his or her concerns. This can be helped by agreeing 
ground rules at the outset. 


_Ground rules for mentor meetings 

Confidentiality. 

Time out - the mentee has control over answering questions or 
to stop if distressed. 

Honesty. 

Non-judgemental. 

Non-threatening. 
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Open to the possibility of change. 

Respect for each other. 

Don’t take yourself too seriously. Both mentee and mentor may need to 
‘lighten up’. 

Both parties need to be clear about their own expectations of the 
meeting. They need to agree on the level of formality, methods of com¬ 
munication and frequency of meetings. After discussion, the mentee 
should feel empowered to make his or her own decision on an agreed 
plan of action. 


Boundaries 

The mentor should respect boundaries and not over-identify with the 
mentee. The mentee may only want a listening ear, not an instant solu¬ 
tion. There should be a readiness to refer when the mentee needs further 
help. The problems that may occur in relation to boundaries are dis¬ 
cussed in Chapter 12. 


Counselling skills 

Mentoring is not counselling but, as in clinical practice, counselling 
skills are required. These include building rapport, drawing the trainee 
out with open questions and managing silence to listen deeply. The men¬ 
tor should then be able to check with the mentee that he or she has a cor¬ 
rect understanding of the problem. Further time is given to clarifying 
and summarising the issue, and by the end of this process the mentor 
and mentee set objectives and arrange the follow-up. Allowing the men¬ 
tee time and space gives him or her permission to raise difficult problems. 


Challenge 

Mentoring relationships based on support sometimes also need to chal¬ 
lenge the mentee so that he or she grows professionally. The two ele¬ 
ments of support and challenge must be combined because, if the mentor 
simply challenges a mentee without support and trust, the mentee will 
simply regress in his or her professional development. Effective mentors 
combine support and challenge by providing opportunities and setting 
positive expectations . 8 
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Empathy 

Goldie describes empathy as a process by which a person imagines the 
narrative (thoughts, feelings and emotions) of another person. Empathy 
is an imaginative process that results in us having the same type of feeling 
or emotions as other people. There are three components of empathy : 9,10 

i_ Affective matching - the mentor experiences the same emotions 
as the mentee 

2 Other-orientated perspective taking -1 imagine that I am you in your 

situation. I try to simulate your experience from your point of view. 

This can be contrasted with self-orientated perspective taking where 
I imagine what it is like for me to be in your situation. One of the useful 
products of this self-other differentiation in perspective taking is that 
it stops us assuming that we understand the other person’s experience 
when we do not. Empathy is a unique kind of understanding through 
which we can come close to experiencing what it is like to be another 
person. Rather than trying to understand the other person from 
some distant-objective perspective we try to share the other person’s 
perspective 10 

3_ Self-other differentiation - it is essential to retain an awareness of 
the other as another individual to avoid becoming too involved with 
him or her. We need to achieve the optimal level of distance to allow 
for deep engagement and successful empathy without being damaged 
by the process . 10 


_The mentor-mentee relationship 

As the mentor and mentee connect at a deeper level, the relationship 
develops; the mentor can be more challenging because a mentee may 
benefit from being taken out of his or her comfort zone. This gives them a 
chance to explore possibilities ‘off the record’ and may result in ideas that 
change their practice. Formal records must be kept of professional issues 
and the mentee should see these and agree them. Personal issues maybe 
kept entirely confidential with no record being made provided that there 
is no patient safety consideration. Mentors must be ready to follow their 
own advice that they give to their mentees and to seek help from a senior 
colleague if there is a confidentiality issue. 

Facilitating the personal and professional development of the men¬ 
tee lies at the heart of mentoring . 11 The mentor should have belief in their 
mentees, that they are bright and are keen to learn. Mentoring values the 
diversity between individuals and their learning styles. Mentors should 
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encourage a sense of curiosity in the mentee, fostering collaboration not 
competition. In developing reflective skills the mentor facilitates the 
mentee to have the capability to transfer learning to new situations. 

Mentoring individuals through times of transition involves giving 
them space to develop their professional competency and gives them 
a sense of belonging to a community as they are acknowledged as col¬ 
leagues . 12 Mentoring can encourage the student or trainee to have 
greater self-confidence and motivation. By demonstrating empathy the 
mentor can enable the mentee to learn from emotional experiences and 
to be prepared to change. A mentor can generate a sense of security even 
in uncertain situations, mirroring the feeling of safety that a patient feels 
in the hands of a caring doctor or nurse. Giving a mentee a sense of secu¬ 
rity can increase motivation and generate hope. 

The mentor-mentee relationship is, like the doctor-patient 
relationship, a special relationship. The two people involved make a 
real connection with each other and form a bond . 13 It is in this one- 
to-one relationship that the student or doctor can develop reflective 
capacity, empathy and a sense of belonging to a professional commu¬ 
nity . 12 Mentors bring experience and wisdom to setting the mentee’s 
problems in a wider context. Giving mentees space to reflect on their 
performance without being judgemental allows them to share their 
doubts and feelings. 

The mentor relationship develops and changes over time. At first the 
mentor provides a safe, protected environment that enables him or her 
to be a supporter and guide. As the mentee develops self-confidence and 
becomes less dependent, mentoring can take on a more analytical, chal¬ 
lenging and reflective role to enhance deep learning . 13 The quality of this 
relationship, like the quality of the doctor-patient relationship, deter¬ 
mines the success of the outcome. Mentor and mentee should have an 
equal relationship where dependency is not encouraged. Both partners 
should be comfortable in giving and receiving honest feedback. 

Young doctors found it helpful when mentors shared their own mis¬ 
takes and vulnerabilities . 14 Mentoring also depends upon continuity, as 
it is an evolving relationship of trust. It provides a forum where both 
pastoral and educational issues can be discussed. Mentoring does not 
involve assessment and is therefore non-threatening, allowing GPs to 
discuss their problems without losing face. Thus mentors need to be non- 
judgemental and also have experience of medical education, practice 
administration and politics . 14 Mentors should not impose their agenda 
on their mentees. Mentoring establishes a culture where sensitive issues 
can be raised and vulnerabilities discussed. It should not be reserved for 
doctors in difficulty but should be available to all doctors. It is much eas- 
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ier and less time consuming to prevent stress and burnout than to deal 
with the consequences. 14 


_Listening to the story 

In clinical practice doctors commonly interrupt patients before they can 
tell their story. On average a doctor will interrupt only 17 seconds after 
the patient starts talking. It is interesting to observe that if patients are 
allowed to talk without interruption they will usually finish speaking 
in 90 seconds. If doctors interrupt patients they will miss over half the 
patient’s concerns. 15,16 

Deep listening is listening not just to the content of the patient’s 
words but also listening to discover the meaning behind the patient’s 
words. Listening in this attentive way involves checking with the patient 
that both parties have a clear understanding of what has been said. This 
applies in exactly the same way in the mentor-mentee relationship. Deep 
listening is not just an attempt to understand communication but it is 
a form of empathy, i.e. to experience what it is to be the other person. 
Attention to non-verbal communication, body language and the use of 
silence enables the doctor and the mentor to listen deeply. This form of 
relationship is therapeutic in itself. 15 

The mentor should use his or her communication skills of listening, 
questioning, clarifying and reflecting to hear the mentee’s story. In ana¬ 
lysing the information and then reflecting on possible ways forward, the 
model of Johari’s window may be useful. 13 

Figure 3.1 Johari's window 
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An individual’s ability to develop, share information and deepen 
awareness is determined by his or her self-awareness and by how much 
an individual decides to reveal about him or herself. Using the Johari 
model, an individual can develop self-awareness by seeking feedback 
and reducing his or her ‘blind spot’. He or she can also contribute to the 
mentoring relationship by disclosure and so reducing the ‘hidden’ area. 13 

Mentoring is a flexible concept that can be modified to suit particu¬ 
lar individuals or the requirements of the workplace. Most commonly 
it is a one-to-one relationship but mentoring can take place in groups. 
In some situations peer-mentoring works well. A mentor can provide 
continuity and support for young doctors, who may feel anonymous on 
different wards where they meet many different clinicians for short 
periods of time. 


_Managing change 

Mentors may find the Stages of Change model helpful in their motiva¬ 
tional interviewing. This breaks the process of change in behaviour into 
stages and thus change becomes less daunting for the mentee. It is also 
helpful for the mentor to have realistic goals for each meeting. 17 

At first, in the Precontemplation phase, the mentee is unaware that 
there is a problem. At this stage the mentor’s task is to raise awareness by 
giving feedback. 

For instance, Becky, a trainee, might not realise how irritating it 
is for patients and practice staff if she always starts her surgeries 
five minutes late. 

In the next stage of Contemplation the mentee becomes aware 
of the problem but as yet has done nothing to change it. 

At this stage Becky becomes aware that always being late is 
unprofessional and discourteous to others, and shows a lack 
of respect for other people. 

In the Preparation phase the person makes adjustments to 
make the change. 

Becky asks her child minder to arrive half an hour earlier 
in the mornings. 
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In the Action phase the mentee makes the necessary changes 
to their behaviour. 

Becky arrives 15 minutes before surgery, spends some time 
greeting the reception staff and her colleagues, and is prepared 
to see her first patient on time. 

In the Maintenance phase the mentor gives feedback on the 
effects of the change. 

The mentor tells Becky how much happier the staff are and there 
have been positive comments from patients. 

While motivating the mentee to make a change in some aspect of his 
or her behaviour, the mentor needs to be encouraging and non-judge- 
mental. The mentor must allow time for the mentee to express negative 
emotions. This facilitates the development of mutual trust and allows the 
mentee to develop the self-confidence to make the change. 15,18 


_Conclusion 

The mentor should be able to help with the ‘hidden curriculum’: ethics, 
attitudes and professionalism. He or she must have knowledge of the cur¬ 
riculum, clinical competency and an interest in the mentee’s welfare. As 
mentoring is a reciprocal relationship, mentors can share their own vul¬ 
nerabilities and in doing so the mentee learns of the uncertainties and 
dilemmas that are a part of clinical practice. While being aware of the 
risk of dependency, an enthusiastic mentor can inspire a mentee to be 
self-directed in his or her learning. 

There are many different ways of mentoring; the Homeric view is of 
a wise counsellor, trusted friend and role model. Modern mentors have 
been described as critical friends. 7 Most models describe a one-to-one 
relationship but group mentoring, peer mentoring and e-mentoring are 
alternative approaches. People often form mentor-like relationships out¬ 
side of any formal mentoring framework as mentoring is a relationship 
not a management activity. Informal mentoring can work but depends on 
the right people finding each other. 19 

Mentoring works best when the mentee has a choice of mentor 
because compatibility is key to the trusting relationship. The relationship 
that may start with an emphasis on support and guidance changes as the 
mentee develops confidence, and the mentor can become more challeng¬ 
ing, critical and reflective while still being supportive and encouraging. 
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In this type of relationship, based on empathy and honesty, the mentor 
can give a broader perspective of the profession and set the issues in a 
sensible perspective. By sharing their experience and expertise the men¬ 
tor helps the mentee to achieve his or her goals. 20 


Key points 

Students and doctors need encouragement. 
Listening not interrupting. 

Empathy is at the heart of mentoring. 

A clinical model may be adapted to mentoring. 
Mentoring can motivate change. 
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STUDENTS AND 4 
DOCTORS IN 
DIFFICULTY: 
TRANSITIONS 


"Have you ever thought of specialising in palliative care?" 

Dr Derek Doyle, on a visit to a patient's home 


_Introduction 

Medical students, doctors in training and general practitioners may have 
a combination of problems that interact to cause them to struggle. All 
students and doctors want to be regarded as professionals with the high¬ 
est standards but, nevertheless, every doctor has had to struggle at some 
stage in his or her career. Unfortunately, because of a general denial 
that doctors are vulnerable, most students and doctors feel that there is 
a stigma in seeking help. This may leave the individual feeling unsup¬ 
ported, isolated and stressed. 


_Medical students 

The requirements of the formal curriculum can combine with the more 
subtle elements of the ‘hidden curriculum’ to cause stress, lowered self- 
confidence and impaired learning. 1 

Medical education contains three elements: 

i_ Formal curriculum - laid out and lists what the student has to cover 

2_ Informal curriculum - ad hoc, informal, interpersonal learning 

between staff and students 

3_ Hidden curriculum - influences that are set at an organisational 
and cultural level. 
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Medical students undergo an arduous selection process. The stu¬ 
dent’s personality can determine how he or she will fit in with the for¬ 
mal curriculum. 1 Incorporation into the medical community (hidden 
curriculum) also depends on a socialisation process that is influenced by 
the student’s values and interpersonal interactions. Students may react 
to stress by coping or by showing some form of dysfunctional behav¬ 
iour. How they react may depend on their vulnerability to dysfunctional 
behaviour. Dysfunctional tendencies may be triggered by stress and be 
shown in several ways: substance misuse, mental illness, sexual harass¬ 
ment and unethical behaviour. 1 

Academic workload is often the first stress encountered by students. 
They need to adjust learning styles to become deeper learners, take 
exams and face uncertainty. At this stage they encounter the first ritual 
in the informal curriculum, which is an accepted part of medical educa¬ 
tion but can be stressful. 


Case story Cathy 


Cathy bursts into tears on seeing a human cadaver. She has never seen a dead body 
before. Her grandfather died a year earlier while Cathy was on a gap year; she had 
missed his funeral and has felt guilty and sad since. 


Dissection of a human cadaver is something of a rite of passage in 
many medical schools. Cathy’s emotional reaction made her feel that she 
could never become a doctor. Some of her class also felt that her reaction 
showed that she was weak and probably not tough enough to finish her 
course. This stoical ethic and its underlying value of scientific detach¬ 
ment is part of the medical school culture. 1 

Medical students are subjected to various stresses in the informal 
curriculum. They can suffer humiliation in front of their colleagues 
and racial or sexual harassment. These abuses can result in the student 
becoming cynical, having decreased self-confidence, a reduced ability to 
learn or even leading to alcohol and substance misuse. 1 

Knights et al. carried out personality testing on medical students 
and found four categories of potentially dysfunctional traits: 1 

Tendency to move away from people - was associated with moodiness, 
detachment and independence, found in 23% of the students in 
their study. When stressed, these students have a tendency to be 
unpredictable and to overreact to criticism. They may be defensive, 
reluctant to try new methods, procrastinate, and prefer to work alone. 
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Tendency to move against people - these students were self-confident 
and were able to take risks. They were impulsive and not afraid of 
failure. Ten per cent of the students had high scores associated with 
aggressiveness, competitiveness and self-promotion. 

Diligent - these students were characterised by a tendency to 
perfectionism. They were orderly and well-organised. However, those 
students with high scores, indicating dysfunctional traits, were liable to 
be pedantic, uncooperative, critical and stubborn. They created stress 
for themselves by trying to do too much and failing to delegate. 

Dutiful - These students tended to be pleasant and friendly. They were 
good team players and were reluctant to express disagreement. But 
there was a tendency for students in the high range to be indecisive. 

They were too ready to rely on others to make decisions. 

Transitions in the student’s career can be the most troubled times. 
The list below includes some of the common reasons why students strug¬ 
gle. Most often there is a cluster of reasons why the person is in diffi¬ 
culty. Part of the skill in mentoring is listening, clarifying and defining 
the heart of the problem. 


_Reasons for struggling: medical students 

Academic 

Academic reasons for struggling include assessments and exams, resits, 
fear of failure, workload, negative feedback, uncertainty of what is 
expected of students, career prospects, study skills problems and time 
management. 

Health 

Health problems can be related to disability, dyslexia, chronic disease, 
alcohol, smoking or drug misuse. 


Psychological 

Mental health problems include depression, obsessive compulsive dis¬ 
order, anxiety state, performance anxiety, social phobia and eating dis¬ 
orders. There are a variety of situations in which the student may feel 
stressed, for example seeing a dead body, human dissection, dealing 
with dying patients and managing acutely ill patients. 
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Social 

Social problems may include family bereavement, relationship difficul¬ 
ties, clinical attachments away from university, dysfunctional tutorial 
groups, cultural issues, gender issues, language problems, racism, loneli¬ 
ness, financial pressures, bullying, family problems, adjusting to univer¬ 
sity life and accommodation issues. 

One of the challenges facing a mentor is a student who has no insight 
into his or her problem. For instance, conscientiousness can slip into 
becoming perfectionism, where there is a failure to delegate. Students 
who lack insight fail to see the impact of their behaviour on those around 
them and so lack any motivation to change their behaviour or to seek 
help. Insight can prevent a student running into difficulty and also from 
being too bored or too stressed. 


_Reasons why doctors find themselves in difficulty 

As discussed earlier, doctors are encouraged to adopt a stoical approach 
and not to admit to any weakness. They have had limited access to help 
and failing doctors may be ostracised and often opt for a different career. 2 
More recently there has been a change of culture to try to identify such 
doctors and to provide them with support. 

General practitioners identify stressors such as the demands of their 
job, patient expectations, practice administration, patient complaints, 
work-home balance and fear of assault. 3 

The National Clinical Assessment Service (NCAS) provides advice 
and support in managing poor performance and doctors in difficulty. 4 
NCAS has devised a Performance Triangle to describe the reasons doc¬ 
tors are in difficulty (see Figure 4.1). 

A question arises as to whether the problem is a doctor in difficulty 
or a difficult doctor. It maybe hard to differentiate the factors concerned 
with the doctor’s personality from issues of competence. NCAS found 
that in 1000 doctors referred to the service Behaviour (Misconduct) was 
a factor in 58% of cases, Health in 23% and Clinical concerns in 61%. 4 

Concerns are identified in a number of ways: appraisals and revali¬ 
dation, complaints, corridor conversations and from the clinical govern¬ 
ance systems. 4 Early warning signs of a doctor in difficulty are discussed 
later in this chapter. NCAS found that health concerns included physical 
health, mental health, stress, burnout and substance misuse. Miscon¬ 
duct included breach of contract, crime, fraud, sexual impropriety and 
inappropriate behaviour at work. They found that poor communication 
with colleagues was an issue more commonly than communication prob¬ 
lems with patients. 4 
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Figure 4.1 NCAS Performance Triangle 



Behaviour 


Health 


Source: McLaughlan C. Managing Poor Performance and Doctors in Difficultyf Copyright© National Clinical Assessment Service. 
Used with permission. 


_Health problems 

Doctors are poor at recognising their own health problems (see Chapter 
9) and maybe inhibited from seeking help if they are suffering from men¬ 
tal illness, fearing that they might be stigmatised. Young doctors are vul¬ 
nerable to depression and alcohol misuse. 5 Doctors have higher rates of 
mental health problems, including alcohol and substance misuse, than 
the general population; they are also prone to depression and burnout. 6 
Doctors often present late with high levels of distress and with severe 
problems, usually alcohol dependency and depression. 5 The severity of 
the problem at presentation may be due to the doctor delaying seeking 
help. It is common for doctors to treat themselves to avoid disclosing 
their health problems because they are concerned about breaches in con¬ 
fidentiality or the effect on their careers. 
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_Work 

General practitioners report finding the following most stressful: living 
with uncertainty, unresolved complaints, feelings of inadequacy and loss 
of control of their working lives. 7 Performance problems include poor 
judgement, a lack of knowledge and inadequate clinical skills. Some of 
these issues maybe picked up in appraisals or during revalidation. 


_Behaviour 

Behavioural problems may include rudeness, intolerance, lack of punc¬ 
tuality or angry outbursts. They may also involve even more serious 
breaches of professional conduct such as bullying, harassment, racism or 
inappropriate sexual behaviour towards patients or colleagues. 

Bullying has been tolerated in the NHS in the past. Bullying causes 
doctors to lose confidence, feel miserable at work and to lose self-esteem. 
Bullying may take the form of intimidation, humiliation, public criticism 
or inconsistent expectations. 2 Doctors who are being bullied are reluc¬ 
tant to complain because they fear they may not get a good reference. 
Certainly, the historical record of whistle-blowers in the NHS provides 
no reassurance to anyone contemplating standing up to a bully. 

Domestic problems such as divorce or financial difficulties can have 
an adverse effect on a doctor’s work and are often combined with work- 
based issues to create stress. The doctor may have no outside interests or 
time to pursue any hobbies. 


_Clinical knowledge and skills 

Some doctors are in trouble because of a lack of knowledge or a feel¬ 
ing that they are unable to apply their knowledge in a general practice 
setting. As Amery points out, the tools of general practice can become 
tyrants. 8 GPs can be motivated to improve performance by being given 
targets to achieve. However, if these become burdensome then the flow 
of the consultation is disturbed as the drive to record health prevention 
data prevents the GP from really listening to the patient. There has been 
an information explosion and with this has come a generation of expert 
patients. These patients have searched the net for information about 
their condition and have, as a result, high expectations of their GP’s abil¬ 
ity to solve their problem. Guidelines abound but they too can become 
tyrants and impair clinical judgement for the benefit of the individual 
patient. A writer of guidelines can have no concept of the specific context 
of the needs or best interests of the individual patient. 8 These develop- 
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ments can leave the doctor in a heightened state of anxiety about his or 
her lack of knowledge and the underlying threat of litigation. 

General practitioners work in an environment of interruptions and 
clinical uncertainties. They maybe placed in a situation where there is a 
conflict of interest between their financial interest in the practice and the 
clinical needs of the individual patient. For instance, a GP listening to the 
patient’s story of her abusive husband may omit to record her blood pres¬ 
sure and smoking habits, thus affecting the practice income. 

Working in clinical teams may be problematical when there is dis¬ 
trust, poor communication, unclear roles, unclear objectives, a lack of 
supervision and poor leadership. In this atmosphere a team can split, 
cliques are created and bullying can arise. 


_Factors affecting trainees’ performance 

Doctors entering their Foundation posts may feel unprepared for their 
new role by their medical undergraduate training. 9 Changes in working 
practices in the UK such as Modernising Medical Careers (MMC) and 
the European Working Time Directive (EWTD) have resulted in train¬ 
ees having less clinical exposure and a fragmentation of traditional clini¬ 
cal teams and relationships. In such circumstances continuity of patient 
care has suffered. These changes have created new challenges for post¬ 
graduate medical education and mentoring. 10 

Personality traits that may help the trainee to cope with these chal¬ 
lenges include: conscientiousness, extraversion, agreeableness, resil¬ 
ience and a deep learning style. Deep learning occurs when the trainee’s 
imagination is captured and he or she pursues knowledge for its intrin¬ 
sic interest, but this form of learning is not encouraged by high-stakes 
assessments. Other factors that affect the trainee’s coping are his or her 
background experience: medical education, work experience, familiarity 
with language, culture and values. Their aptitude for their specialty is 
affected by abilities such as: pattern recognition, manual dexterity, toler¬ 
ance of ambiguity, emotional intelligence and leadership. 10 

The stresses that trainees may experience can be summarised as: 

personal pressures - childcare responsibilities, working for 
postgraduate exams, family problems and financial difficulties can all 
affect the trainee’s performance at work 

health - both mental and physical illness can affect how a trainee copes 
with his or her workload 

context - the workload and strictures of the EWTD have created extra 
pressure for young doctors 
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colleagues - can be supportive but sadly sometimes there is bullying 
and harassment 

patients’ expectations - patients can have high expectations and may 
complain when these are not met 

training - clinical pressures may leave little time for training. 


_Identifying a student or doctor in difficulty 

Medical students and doctors who are struggling may have a history of 
problems with their knowledge, skills or attitude. Early identification 
and the provision of rapid support before a learner runs into difficulties 
is a goal of mentoring. One of the challenges is the fact that a student, 
trainee or doctor in difficulty may lack insight into his or her problem 
and so fail to seek help. 


How to identify the struggling student 

Students who are struggling may be identified by exam failure or poor 
performance during clinical attachments. Periods of absence or failure 
to respond to emails may also be signs of a struggling student; changes 
in behaviour or mood may also signal difficulties. The student may be 
frantically working excessive hours but be learning inefficiently. Under- 
performing students often do not seek support as they feel, mistakenly, 
that it is a sign of weakness. Consequently a mentor needs to see beyond a 
smiling face to detect hidden problems. 11 

Struggling students may have a poor attendance record, fail to sub¬ 
mit work on time, or their clinical skills may not correspond to their 
stage of training. A student in difficulty may be achieving lower grades in 
assessments than predicted. They may not establish good relationships 
with patients or members of the healthcare team. They maybe present at 
the back of a group and be unwilling to contribute to discussions. Their 
body language may reflect depression, anger or arrogance. 

Students with mental health problems may exhibit any of the warn¬ 
ing signs described. As in clinical practice, the mentor should be alert 
to any change of behaviour, for example a student who previously con¬ 
tributed to discussions who is now silent and withdrawn. Tearfulness, 
physical signs of self-harm, bizarre behaviour, high and low moods, and 
obvious excessive anxiety are all warning signs of possible underlying 
mental illness. 
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Early warning signs of a doctor in difficulty 

Again, the mentor needs to look for evidence of change in the doctor’s 
behaviour. 4 The doctor may disappear, arrive late or not answer bleeps 
or emails. There can be a fall off in clinical performance; they may be 
slow in clerking in patients or late in dictating letters. On occasions there 
may be angry outbursts on the ward, ‘ward rage’, which can be directed 
against colleagues, nurses or patients. 3 There may be corridor comments 
from colleagues about the doctor, which also can lead to a ‘bypass syn¬ 
drome’ where team members avoid contacting the doctor for fear of his 
or her response. The doctor may become more rigid in his or her attitude 
and have little tolerance of uncertainty. The doctor may have problems 
with his or her career progress and feel disillusioned with medicine. 

Concerns about a doctor may be raised during his or her appraisal or 
revalidation. Rarely, colleagues may raise concern with management about 
the doctor’s behaviour. This problem is explored later in this chapter. 12 ’ 13 


_How to respond to doctors in difficulty 

A mentor should be empathic and take time to listen to the doctor’s story. 


Case story Mike 


Mike is a GP registrar who performed well at medical school and following his 
Foundation years opts to train for general practice. He has no previous problems in his 
hospital jobs. He is keen to start surgeries on his own and explains to his educational 
supervisor that he has worked in Africa as a student and gained 'masses of experience'. 

His educational supervisor is contacted by the practice nurse who is angry that Mike 
had told her that her asthma clinic was badly organised and that he could sort out a 
much better system for the patients. Several patients also spoke to other partners 
saying that the new doctor seemed very confident. He often changed their previous 
medication that they had been taking for years and had made disparaging comments 
about their previous care. 

The educational supervisor feels a bit daunted in meeting Mike to tell him of these 
concerns because Mike is bright, has a tendency to arrogance, and never seems to 
admit to any faults. However, he arranges a meeting with Mike, setting aside an hour 
and requests that they should not be interrupted. 

The educational supervisor begins by letting Mike know that he has come to the 
practice with excellent references from his previous posts and he wants to review his 
progress since working in a practice setting. 

Mike agrees that he has enjoyed working both in hospital and general practice. When 
asked whether he felt there were any problems in his work, he says he has found some 
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of the patients were on treatment regimens that he feLt were old fashioned, but that 
they seemed reluctant to take his advice to change their Longstanding medication. 

The educational supervisor remains silent. 

Mike said, 'Oh yes, the practice nurse is seeing patients with asthma far too 
frequently and spending too much time chatting to them about their home situation, 
which I don't think is relevant.' 

The supervisor asks how Mike had dealt with these issues. Mike explains that he just 
told patients that there were better treatments and that he had offered to organise a 
more efficient asthma clinic. 

The supervisor said, 'Can I ask you a challenging question? How do you think that 
made the patients, their GPs and the nurse feel?' 

Mike is quiet. 'I never gave that much thought. I suppose they would be grateful that 
I wanted to improve things for them.' 

'Do you think they might have felt a bit undermined?' asked the supervisor. 'The 
patients might feel a lack of confidence in their treatment. Their GPs might be 
irritated that you had not consulted them before changing their treatment. The 
practice nurse might see your input as arrogant and interfering.' 

Mike replied, 'No, I can see I might be a bit enthusiastic but never arrogant. Has 
anyone said I am arrogant?' 

The educational supervisor replied, 'You are a bright young doctor who is enthusiastic 
and keen to make your mark in the practice. I think sometimes in your enthusiasm 
you fail to stop and think out the consequences of your actions on other people. 
General practice is a different setting from hospital and we all work as a close team. 
Perhaps you need to think a bit more about the other team members?' 

'But have there been complaints about me? Will this affect my reference?' 

'No, not complaints. A few patients were taken aback when you threw their previous 
medications into the bin. Belinda the practice nurse was a bit upset but she only 
told me so that I could give you some feedback. I want to suggest some helpful ways 
forward for you but would like to know whether you have any pressures or stresses at 
present either in the practice or in your home Life.' 

'I am relieved to hear what you say. I guess I can be a bit brash at times. There are no 
outside pressures. I am very happy at home with my wife who is expecting a baby in 
six months' time. I am grateful for your honest feedback. What do you suggest that I 
do in future?' 

'I think perhaps just pausing a little more before plunging in with a suggestion. I think 
it might be helpful if you made a note of one or two situations where you felt you 
want to make changes and write down your feeLings and the possible feelings of others 
involved. If you keep these reflections we can go over them in our next meeting.' 

'Thank you. I will do that.' 
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The challenging trainee commonly has one or more of the following 
characteristics: lacking in insight, attitude problems, arrogance, com¬ 
munication problems, unrealistic expectations, bullying tendencies or 
mental health problems. 2 These doctors can monopolise the educational 
supervisor’s and mentor’s time. Intervening to provide support at an 
early stage will help both the trainee, his or her colleagues and patient 
care. If there has been a critical event that precipitates the problem the 
trainee should have feedback as soon as is practical. As described in 
Chapter 5, feedback should always include positive comments as well as 
addressing the negative issues. If conflict is anticipated then it is wise 
to have two people present, perhaps the educational supervisor and the 
mentor who can be an advocate and supporter of the trainee. 

Additional communication strategies that can be helpful in enabling 
doctors to disclose their difficulties include: 

• self-disclosing - by revealing difficulties you have faced, discussing 
past failures and your own vulnerabilities, you allow trainees to accept 
that all doctors face difficulties and carry burdens 

• normalising - explaining that feeling uncertain is an integral part of 
general practice and can best be dealt with by an honest sharing of 
concerns 

• reframing - discussing the problem allows the trainee to step out of 
him or herself and to see a problem from another person’s perspective 

• associating - drawing together different strands of the problem 

• challenging - ‘Can I ask you a strange question?’ 

• legitimising their concerns and giving permission to say things are 
difficult - ‘How does this affect you?’ ‘What do you think might be 
going on?’ 

• exploring their Ideas, Concerns and Expectations (ICE) 

• stressing that professional boundaries between a patient and doctor are 
explicit and clear. 

Although parallels have been drawn between the mentor-mentee 
relationship and the doctor-patient relationship, there are specific dif¬ 
ferences. Students and trainees are not patients and, although the skills 
required to help may overlap, the relationship is different. The primacy 
of the patient in front of the doctor is central to patient care. The inter¬ 
ests of a mentee, although important, do not come first. Patient care is a 
bigger priority. 
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_Doctors in difficulty 

Doctors in difficulty are too often just left to struggle because colleagues 
are reluctant to interfere, but this only builds more difficulties in the 
future. How much better it is to intervene earlier to help a colleague 
rather than to have to deal with a complex complaint at a later date. 

General practice along with obstetrics and gynaecology and psychi¬ 
atry are the specialties with most referrals to NCAS with doctors who are 
in difficulty. Male doctors over the age of 60 are most at risk of referral, 
while GPs over the age of 60 are seven times more likely to be referred 
than colleagues under 40 years of age. Doctors qualifying outside the UK 
are more at risk but this is not related to ethnicity but is related to their 
medical school of origin. 14 


_Helping doctors in difficulty 

In addition to mentoring there are a number of organisations that can 
be involved in helping a doctor in difficulty, such as the British Medical 
Association (BMA), NCAS and departments of occupational health. The 
doctor’s own GP should be involved when the health of the doctor is in 
question. Mentoring is uniquely placed to help the doctor whose problem 
is not so serious as to necessitate referral to a regulating organisation or 
to an employer. A mentor, because he or she is not in a position to make a 
judgement about a doctor, can provide a confidential listening ear. 


Box 4.1 Tips for helping doctors in difficulty ' 5 


Don't ignore concerns. 
Be realistic. 

Follow process. 

Record everything. 

Don't let it get personal. 


Ask for help. 

Remain cheerful. 
Maintain confidentiality. 
Get help. 
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_Raising concerns 

However, if the problem of the doctor’s behaviour or performance is seri¬ 
ous or threatens patient safety the mentor needs to be aware of sources of 
help. Good Medical Practice states that doctors have a responsibility to 
act if they have genuine and significant concerns about the performance 
of a colleague. 15 Acting on concerns about colleagues is never easy, but 
may be necessary to protect patient safety, which is one of the primary 
responsibilities of healthcare professionals. 

The following are examples of situations where a doctor should raise 
concerns: 16 

• poor management or administration that compromise patient safety 

• lack of compliance with employment law and good human resource 
practice 

• unacceptable behaviour (e.g. harassment or unlawful discrimination 
of staff or patients) 

• situations that compromise compliance with professional codes of 
conduct for the individual or colleagues 

• personal health problems of the practitioner leading to poor practice 

• poor clinical performance 

• ill treatment of a patient 

• suspected fraud or suspected/actual criminal offence 

• poor quality of care 

• malpractice 

• welfare of subjects in clinical trials 

• acts of violence, discrimination or bullying towards patients 

• acts of fraud 

• doctors or other staff being mistreated by patients 

• inappropriate relationships between patients and doctors 

• illness that may affect a doctor’s ability to practise in a safe manner 

• substance and alcohol misuse affecting ability to work 

• negligence 

• fraud or corruption 


55 



Medical Mentoring 


• deliberate attempt to cover up any of the above. 

Healthcare organisations are responsible for developing policies and 
procedures to recognise performance concerns early, and to act swiftly 
to address the concerns. Organisations sometimes appear to be reluctant 
to accept their responsibility for poorly performing doctors. 14,17 Organ¬ 
isations that may be involved when there are serious concerns about a 
doctor’s performance include: 

• deanery (Scotland), Health Education Team England, 

the Postgraduate Medical Education and Training Board - 
these provide professional development programmes, coaching, 
career guidance and confidential counselling 

• occupational health - for health issues including mental health, 
disability and dyslexia. It may recommend a period away from work, 
part-time working or changes to the working environment 

• General Medical Council - regulation including fitness to practise, 
revalidation, misconduct, poor performance, criminal conviction, 
physical or mental health problems 

• NCAS - addresses concerns of individual doctors and provides a 
support service for Trusts 

• defence organisations - complaints, advice, ethical dilemmas, 
legal issues 

• BMA - contract concerns, job plans, revalidation, stress. 

Issues with training may be a cause for concern for both trainees and 
trainers, and postgraduate deaneries are empowered to address this type 
of concern. The postgraduate deanery and training programme director 
should be the first point of contact if speaking to the educational supervi¬ 
sor is unsuccessful. Each GP practice should have a clear policy on howto 
deal with concerns, including a named contact. Each Acute Trust should 
have a clear policy on how to consider concerns; the clinical director of 
the unit or the medical director may be approached in confidence. 


_Conclusion 

Concerns about professional practice are more complex than at first 
sight. 13 It may be the reverse of ‘What you see is what you get’; much of 
the problem is hidden and requires patience, kindness and empathy to 
elucidate. Many doctors are demoralised as a result of pressures and crit- 
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icism from the public and media. Consideration must be given to provid¬ 
ing more effective support for doctors. A requirement for every doctor 
to choose a mentor might be a positive first step. A good mentor has the 
ability to turn around a struggling student or doctor and change failure 
into success. 18 


Key points 

The reasons underlying a doctor in difficulty are often complex. 

Doctors need to pick up early signs of a colleague who is struggling. 

A mentor is well placed to help doctors and students before serious problems 
arise. 

Mentors should be approachable and non-judgemental. 

Doctors have a duty to act if they have serious concerns about a colleague. 


_Resources 

Useful web resources on raising concerns include the following: 

• The BMAhas whistleblowing guidance for doctors and medical students - http:// 
bma.org.uk/practical-support-at-work/whistleblowing [accessed 25 June 2014] 

• The BMA website also provides links to national and local sources of help for such 
conditions as illness, stress, distress, depression and addiction - http://bma. 
org.uk/practical-support-at-work/doctors-well-being/websites-for-doctors-in- 
difficulty [accessed 6 June 2014] 

• Department of Health. The Public Interest Disclosure Act 1998 (PIDA) - 
whistleblowing in theNHS. Health Service Circular (HSC 1999/198). London: 
DH, 1999, www.gov.uk/government/publications/compromise-agreements- 
and-the-public-interest-disclosure-act-1998 [accessed 25 June 2014]. 
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"Just listen and the patient will tell you the diagnosis, if you give 
them enough time." 

Dr W. Astiey, a home visit in general practice 


Most students and trainees feel that they do not receive sufficient feed¬ 
back. Giving feedback is a core skill for a mentor and improves the men- 
tee’s performance. 


Case story George 


George is a newly appointed GP registrar. Following a surgery with his educational 
supervisor, Dr Brown, he meets Dr Brown at the end of surgery for feedback on his 
performance. 

Dr Brown said, 'Thank you for asking for feedback, George. This must be quite 
different from working in your last post in elderly care medicine. How did you feel 
things went today?' 

George replied, 'I wish I had diagnosed that child with chicken-pox. I felt such a twit!' 

'We can chat about that in a little while. First tell me what you did really well.' 

'Erm, well I listened to the woman with sleep probLems and found she was quite depressed. 
I fixed up a longer appointment for her to come back and talk further in a couple of days.' 

'Any other good points?' 

'I was able to give that young teacher advice on the morning-after pill.' 

'Yes, that consultation went well. You have a good listening manner and did not 
interrupt her. Also you examined the young child with the rash. Her mum had 
confidence in you because you spent a little time getting to know the child. Other 
good points I felt were that you were happy to look up and check drug doses, which 
is safe practice. You seemed quite relaxed about asking my opinion when you were 
puzzled by the chicken-pox rash. All this is very positive. Can we now look at things 
that might make your consultations even better?' 
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'Yes, that would be good. I want to learn.' 

'Well, if you were doing the consultation again what might you do differently?' 

'Well, I should have known that papular-vesicular rash was chicken-pox. I also felt 
a bit disappointed that I had to look up so many drug doses and get help with the 
prescriptions.' 

'Good, those certainly were points to work on. Most doctors struggle with prescribing 
when coming into the general practice setting. You also took a long time working out 
the practice computer software. When two patients came in you were still looking at 
the screen inputting data from the previous consultation.' 

'I did not realise. They must have thought I was very offhand. I will make sure that I 
familiarise myself with the computer software. I will also move that monitor screen 
on the desk so that there is no danger of seeming to ignore the patient.' 

'Well done today, George, I am sure you are going to enjoy general practice. Let's 
agree a brief plan to review when I meet you in a fortnight. You are going to 
familiarise yourself with the practice software and pick up some prescribing tips. 
Would you like to sit in with me when I review some repeat prescriptions?' 

'That was great. Thanks for your help. Yes, I would like help with the prescribing.' 


It is through feedback that students and doctors are able to see them¬ 
selves as others see them and so change their behaviour. 1 If feedback is 
to be effective there needs to be a climate of mutual respect. Establishing 
the ground rules is one way of creating such an environment (see Chapter 
3). Mentors are not concerned with assessment, yet other tutors involved 
in giving feedback may also have an assessment role. It is important that 
feedback is not evaluative or judgemental otherwise the student or doc¬ 
tor receiving it may become defensive. 

Feedback is concerned with improving clinical skills and providing 
reassurance about achieved competencies. 2 It should guide future learn¬ 
ing and reinforce strengths as well as giving pointers for improvement. 
Feedback can also enhance professional development and encourage 
reflective practice. Students who do not receive feedback may assume 
that their practice is satisfactory. So feedback is not just vital for a doc¬ 
tor’s learning but also for patient care. 2 

Feedback can take many forms. The following are sometimes 
described as Pendleton’s Rules (see Table 5.1): 3 
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Table 5.1 Pendleton's Rules 


Prompt 

Feedback should not contain surprises, so the closer to the event being discussed 
the better. However, if the situation being discussed has aroused strong emotions 
such as anger, it may be better to alLow some time to pass for emotions to settle 
before giving sensitive feedback 

Regular 

Feedback should be a continuous process, so informal simple feedback should 
be given whenever the opportunity arises. Sadly, all too often tutors pick up on 
a student's or trainee's mistakes without making any positive comments 

Sensitive 

Mentors need first to ask the mentee what he or she felt went weLl. This gives the 
mentee self-confidence and the mentor an idea of the level of the person's self- 
awareness. The mentor should be specific and comment on observed behaviour 
without being judgemental. The mentor should never be aggressive and never 
be tempted to humiliate the individual. 


The student or trainee should identify at least one thing that he or she could 
improve on. This encourages the mentee to see that mistakes are an integral part 
of practice and that there is always room for improvement. 


The mentor then identifies at least one area for improvement. Once mentees 
have received affirmation of their skills they are happier to listen to constructive 
criticism that is aimed at helping their future performance 

Honest 

Feedback must be honest if it is to be helpful. Students and trainees want to know 
their weaknesses as well as their strengths 

Followed up 

Since the purpose of feedback is to improve performance the mentee and mentor 
should agree some specific goals that are measurable and agree a time for review 


_Giving difficult feedback 

The general rules for giving feedback should still be followed when chal¬ 
lenging unacceptable behaviour. Positive aspects should be discussed 
first. The mentor should be aware of any specific problems and other 
assessments of the mentee that have given rise to concern. 


Case story Craig 


Craig is a final-year medical student. He has been referred to the mentor, Martine, 
by the Medical School Administrator because the plagiarism software has picked up 
that his last case discussion was very simiLar to that of one of last year's students 
who is now a Foundation Year Doctor in the same unit where Craig is attached. When 
confronted by the administrator Craig flatly denies any plagiarism. Craig has not met 


61 










Medical Mentoring 


Martine before but he knows that the Administrator has informed the Teaching Dean 
of his concerns. 


Before the meeting 

Martine is aware that plagiarism is a serious issue that might result in a Fitness 
to Practise hearing. She downloads the university plagiarism policy to familiarise 
herself with the regulations before the meeting. 

She looks up Craig's student record and finds that he has been an exemplary student, 
possibly in line for a distinction. 

She speaks to the Administrator to see whether there is any doubt and how reliable 
the software is in detecting plagiarism. She gets a copy of Craig's essay and the other 
student's work with the areas of concern highlighted. 

She also speaks to the Teaching Dean to get his view on the seriousness of the 
situation. He thinks a meeting with Martine might allow Craig the space to confide in 
the reason for the plagiarism. 

Martine allows an hour for the meeting with Craig. After introductions she states 
the ground rules and explains that, if he wishes, the conversation can be entirely 
confidential. However, he might decide to allow her to discuss matters raised with 
the Teaching Dean, but only if he permits that to happen. 

Craig looks pale and distraught, and is near to tears. 

Martine began, 'Craig, it's good to meet you. I have seen your student record and 
know that you are a really good student. I know too that this is a horrible time for 
you. I have been asked to talk to you about the allegation of plagiarism.' 

Craig replied, 'I know, it's crazy. Why would I copy anything?' 

Martine said, 'Look, I am here on your side to help you. I have the relevant bits 
highlighted here. If you have not copied the other student's essay, you must not 
admit to anything you have not done. But if you have copied then it is much better 
that you own up and we can work out a way of dealing with the problem.' 

Craig looks worried. 'But will I get my studies terminated? I could not face that.' 

Craig begins to weep. 

'No, it is highly unlikely that would happen with a first offence', said Martine. 'What 
would be more serious would be if you were dishonest about it because that becomes 
an issue of professional misconduct.' 

Craig replied, 'OK, I have been a complete idiot. I knew the deadline for my case 
discussion was close. I have been very stressed because my father, who is an estate 
agent, is going bust. Things at home in Wales are really bad so I took a few days off 
to support my family. I just could not work. They were upset because they did not 
want anything to interfere with my studies. I did not know anyone I could talk to so 
when I came back I asked Bill (the FY1) if I could look at one of his last year's case 
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discussions just to see what they were Like. I was in such a rush that I did a cut and 
paste job on his case. I just panicked ... I know it was wrong and I am reaLly sorry 
that I was so stupid. Is there anything I can do now?' 

'Thank you for being honest with me. I am reLieved that you have admitted your error 
and that you realise it is a serious mistake. It's much the best way to admit these 
things. I suggest that you rewrite the case discussion and resubmit it by next week. 
Is that a deadline you can manage?' 

'Of course I will do that, but what about the plagiarism?' 

'Well, I suggest you write a page reflection on your plagiarism and what you have 
Learned from this experience. I am happy to Look at it and then you could send 
that in to the Teaching Dean with a letter of apology, including the extenuating 
circumstances and a commitment never to do this again. I will speak to the Teaching 
Dean, if that's OK with you, and recommend that this goes no further and that you 
are sorry and have learned from this experience. I wiLl get back to you by email to 
arrange another meeting to make sure that things have been resolved.' 

'Thank you. I would be pleased if you would speak to the Teaching Dean. I will get 
the Letter to him done today. I would be grateful if you would look at my reflective 
writing. I find it difficult.' 

After the meeting: The mentor makes a detailed record of what had been said and 
the agreed action plan. She spoke to the Teaching Dean and explains she had Craig's 
consent to tell him what has happened, explains the extenuating circumstances and 
describes his genuine remorse. 


Follow-up meeting 

The Teaching Dean agrees not to take things any further and the matter is now closed. 
It will not affect Craig's final assessment. 


These are examples of formal feedback. Feedback may also take 
place on an informal basis as part of everyday clinical practice. A trainee 
doctor performing a clinical procedure such as catheterisation may get 
immediate feedback from the registrar with a comment on things that 
went well and a practical tip on how make it even better next time. 


_Potential barriers to effective feedback 

• Feedback can come as a shock when the mentee and learner do not 
share the same objectives or when it is given in an unstructured way. 

• If feedback is limited to negative judgements that the mentee perceives 
as being unfair. 
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• If the mentee has had bad experiences of feedback in the past and sees 
the meeting as an opportunity to defend his or her position. 

• If insufficient time has been set aside for the feedback. 


_360° degree feedback 

All feedback gives students or doctors an opportunity to see themselves 
as others see them. While individual one-to-one feedback is the gold 
standard, 360° feedback involves colleagues, other doctors, nurses, other 
healthcare professionals and administrative staff giving their feedback to 
the trainee. This gives doctors new knowledge of their contribution to the 
team and how other team members see doctors interacting with them. 


_Conclusion 

This chapter has highlighted the importance of giving feedback in a 
proper way to ensure it is effective in promoting learning, developing 
professionalism and encouraging reflection. 4 The next chapter looks at 
another core skill for a mentor, to encourage reflective practice. 


Key points 

Students value feedback. 

Giving constructive feedback is a core skill for a mentor. 

Always start with positive feedback. 

Feedback gives students and doctors insight into how others see them. 


_References 

1 Hicks R, McCracken J. How to give difficult feedback. Physician Executive 2011; 37(3): 
84-7. 

2 Gigante J, Dell M, Sharkey A. Getting beyond ‘Good job’: how to give effective feedback. 
Pediatrics 2011; 127(2): 205-7. 

3 Pendleton D, Schofield T, Tate P, Havelock P. The Consultation: an approach to 
learning and teaching. Oxford: Oxford University Press, 1984. 

4 Donnelly P, Kirk P. How to ... give effective feedback. Educationfor Primary Care 
2010; 21(4): 267-9. 


64 





"I wish doctors would relax and write what they feel." 

Bobbie Farsides, philosopher, marking a masters assignment 


_Reflection 

The mentor can facilitate learning by encouraging the mentee (student, 
trainee or general practitioner) to reflect on his or her practice. For the 
beginner ‘doing reflection’ may seem a bit of a mechanical exercise, mov¬ 
ing round the reflective cycle: experience, reflect, plan, change, imple¬ 
ment and begin the cycle all over again. Initially reflection is on an action 
or experience but then develops into reflection in action, while in the 
situation. 1 Reflection may be taken further to increase self-awareness or 
become mindful. Mindfulness encompasses an ability to see the bigger 
picture. This form of practical wisdom opens new possibilities for learn¬ 
ing. Reflection can be a tool for reconnecting with caring ideals and an 
understanding of one’s emotions. 

There are many definitions of reflection. Most include ideas of the 
ability of doctors to think critically about their own reasoning decisions, 
enquiry and translation skills. 2 The General Medical Council highlights 
the need for doctors to be reflective. 3 Reflection is about personal and 
professional growth by thinking about one’s practice in a structured way. 

A mentor needs to be aware of models of reflection. Gibbs describes a 
cycle of reflection (see Figure 6.1). 4 


Case story Kirsty 


Kirsty is a final-year student who regards reflection as a tick-box exercise. She comes 
to her mentor for advice on writing a reflection for her finals portfolio. The mentor 
uses the Gibbs cycle as a framework for her reflection. 
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Figure 6.1 Gibbs reflective cycle 




Description 

Kirsty writes describing a clinical incident that made her feel uncomfortable. 'It was 
in a busy out-patient clinic. The consultant told this young woman that her breast 
cancer had recurred and that she would need further chemotherapy. The consultant 
then said she was going out to get the specialist nurse to talk to her and answer her 
questions. I was left with the patient who broke down as soon as the consultant left 
the room. I felt so distressed for her. She had a young family. I found my own eyes 
filling up and I did not know what to say. It was so awful for both of us.' 


Feelings 

The mentor acknowledges the difficulty of the situation and asked Kirsty, 'You say it 
was awful. Can you teLl me a bit more about your feelings?' 

Kirsty said, 'I felt so embarrassed and distressed. This poor woman had been given 
terrible news and was just left with me. I had never seen her before and knew very 
little about her other than she had young children. I felt inadequate. I did not know 
what to say. I was angry at the consultant. Why had she just left the room?' 
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Evaluation 

The mentor asks Kirsty what was good or bad about this experience. 

'Well, I suppose it was good that the consultant trusted me enough to allow me to sit 
in on the consultation where she was breaking bad news', replied Kirsty. 'What was 
bad was that I was disappointed that I got so emotionally involved and personally 
distressed. It was bad that I was not able to comfort the patient but just sat there 
looking very sad. I feel so guilty.' 


Analysis 

The mentor asks Kirsty to think about what sense she can make of her reactions. 

Kirsty reflects. 'Talking about this with you today I can see that I got really 
distressed because I over-identified with the patient. Instead of being able to help 
her I was overwhelmed with the news. I kept thinking, "What would that be like for 
me?" I am a bit sensitive about this as my auntie died three years ago with breast 
cancer and this patient's bad news brought all that back too. One good thing I 
suppose was that I did not leave the room with the consultant. The patient may have 
received some comfort from my presence.' 


Conclusion 

The mentor picks up on this last comment and emphasises how well Kirsty did to 
stay with the patient. Many doctors cope with distressing situations by distancing 
themselves from patients. This is unhelpful for both patient and doctor. The mentor 
also comments that doctors often have guilty feelings, mostly because they care so 
much and consequently set such high standards for themselves. 

The mentor asked Kirsty, 'What else could you have done?' 

'Thinking about that, what I should have done was to imagine what it was like for the 
patient, with her situation, not what it would have been like for me. I think it is good 
to share the patient's emotion but at the same time I have to remember the patient is 
not me, nor my auntie. If I get too overwhelmed with my own distress I am not abLe 
to help her.' 


Action plan 

The mentor emphasised how important it is that Kirsty retains her empathic skills 
of sharing emotions with the patient and trying to see things from the patient's 
perspective. At the same time there is a balance to achieve in recognising that the 
patient and self are different and that it is important to keep this perspective in 
mind. She asks Kirsty what she would do in a simiLar situation in future. 

Kirsty replied, 'I will ask the patient if she wants anyone to be with her when I break bad 
news. I would stay with the patient after breaking the news to support her and make 
sure she had access to support afterwards. I am not so worried about showing emotion 
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after my chat with you today. I can see the difference in taking the patient's perspective 
and being personally distressed. When I am a Foundation Doctor, I will try not to leave a 
student in the same situation, and I wilL check that he is feeling OK about being invited 
into a bad news consultation. I can see how helpful it is to have someone to talk to and I 
will make sure I too can find someone to talk to about distressing situations.' 

The mentor then reflected. 'We are engaging in reflective practice. Although talking 
about it is valuabLe for both of us, it is even better if you keep a written record of 
some of the salient points in this story. I would suggest particularly that you record 
your feelings.' 

'Yes, I wiLl do that. I have learned a lot today, not just about the case but about the 
value of reflection.' 


Guided reflection allows the mentee to receive feedback and to 
evolve a plan for future action. The reflection is not simply a cycle but 
more like a spiral because there will be a chance to come back after the 
student encounters a similar situation. She can consider whether the 
new actions have worked better and learn from that. With practice these 
steps become less laboured and more automatic. 

There are many other models of reflection. Johns recommends 
guided reflection, suggesting the following areas for questions. 1 


Johns model for structured reflection 

• What information do I need to access to learn through this experience? 

• What was the experience? A description emphasising the context and 
clarifying key issues. 

• What am I trying to achieve? Why? What are the consequences? What 
are the feelings generated, in the patient and in me? 

• What other influencing factors are relevant? Internal or external? 

• Did I have enough knowledge? 

• Could I have dealt better with the situation? 

• What choices did I have? 

• How will I move on next time? 


Although reflection is often triggered by negative experiences it is 
often helpful to look at a clinical problem that was dealt with well. 
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_The reflective practitioner 

Johns asks, ‘What does it mean to be a reflective practitioner?’ It involves 
moving from a beginner who ‘does’ reflection by thinking about an action, 
almost as a tick-box exercise, to an ability to reflect in action, a form of 
‘thinking on one’s feet’. Then one can progress to a form of mindful prac¬ 
tice, in which the reflective practitioner’s practical wisdom encompasses 
a broader perspective of the situation. 1 Reflection evolves by learning 
through experience to gain new insights and practical wisdom. The 
reflective practitioner has clinical curiosity and is open to new possibili¬ 
ties. Every clinical experience is an opportunity for new learning and 
reflection. With its emphasis on expressing and understanding feelings, 
reflection provides a good route to reconnecting with caring ideals. 


_The transition from novice to expert 

In the journey from novice to expert there are many transition points. 
The novice becomes the advanced beginner who, in turn, becomes com¬ 
petent, progressing to proficiency and finally with much experience to 
expertise. One of the goals of education is to inspire lifelong reflective 
learning. Reflection and feedback facilitate learning but many students 
and trainees feel that they do not receive sufficient experience of such 
training. For instance, a mistaken assumption is often made that they 
understand the concept of reflection. 2 

It is disconcerting to discover that many senior medical students 
have low levels of self-esteem. The mentoring relationship provides 
a context in which to build students’ and trainees’ self-confidence and 
demonstrate the use of guided reflection. Where reflection becomes too 
institutionalised it may become a burdensome exercise and lose all value 
as a learning tool. Indeed, excessive self-reflection may reduce insight if 
it becomes purely a rumination on problems. 

Johns characterises the novice learner as exhibiting linear thinking 
in action, viewing the parts of his or her experience in isolation. Novices 
rely on an external authority who has the ‘right’ answer. They see them¬ 
selves as distinct from the situation they face and they are uncomfort¬ 
able with uncertainty. 1 In contrast, reflective practitioners are intuitive 
in their practice, adopting a holistic approach and do not need to rely on 
some external authority. The reflective practitioner is always learning 
from experience, seeing him or herself as an integral part of the clini¬ 
cal situation. 5 He or she tolerates uncertainty and sees ‘not knowing’ as 
a part of practical wisdom. A mentor can help the student or trainee to 
shift from a position of seeing reflection as a tiresome cognitive activity 
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with little benefit, to a more meditative activity that is achieved through 
quiet contemplation. 1 


_Some problems facing reflection in practice 

People need time to reflect on their practice. Mentees need a chance 
to look at their practice not just in functional terms of what we do but 
also to look at the philosophical aspects of how their values correspond 
with their practice. Schon’s vision of the reflective practitioner includes 
both technical competency and artistic expression. 5 Notions of critical 
reflection also include being wise, which includes the ability to cope with 
uncertain knowledge and understand the fallibility of knowledge. Wis¬ 
dom is also associated with good clinical judgement, a depth of knowl¬ 
edge and experience. 

There is a danger that reflection may be reduced simply to a matter 
of professionalism rather than a dynamic activity that enhances learn¬ 
ing and caring. This trend may in part be due to the influence of a West¬ 
ern culture emphasising analysis and problem solving. An Eastern view 
would be to adopt an approach of integration and contemplation. Reflec¬ 
tive practitioners put their relationship with a mentee or a patient at the 
centre of their practice and attempt to negotiate shared meanings. 

Amery asks, ‘Have reflective tools become unbalanced and tyranni¬ 
cal?’ 6 He suggests there may be a risk in asking experts consciously to 
reduce and analyse the systems and processes they are subconsciously 
using. Perhaps there is a pressure on them to regress from the auto¬ 
mated, effortless and subconscious thinking of experts to the deliberate, 
effortful and conscious level of beginners. 6 As we become more expert, 
knowledge we had to keep at the front of our conscious mind (explicit 
knowledge) gradually slips to the unconscious mind (implicit knowl¬ 
edge). 7 As we acquire more experience, tasks that once required delib¬ 
erative approaches gradually become routinised. Knowledge becomes 
tacit rather than explicit. Practice becomes a dance between the tacit and 
the explicit to check that the implicit practice is safe. 6 Experts are not 
defined by just what they know but how they apply what they know. 

Eraut suggests that, as a doctor becomes more expert, the way he or 
she practises progresses from a conscious, deliberative process to one 
that is rapid and intuitive. Finally, this can develop into an instant and 
reflex response. Awareness also becomes more sophisticated, progress¬ 
ing from a need for conscious reflective monitoring to implicit monitoring 
and short, reactive reflection. 7 Amery suggests that it is not a question of 
the doctor ceasing to reflect but rather reflection itself that becomes sub¬ 
conscious and effortless once he or she becomes an experienced practi- 
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tioner. Indeed, in that situation if experts try too hard to reflect they may 
risk paralysing their practice. 6 


_Learning styles 

Mentors should be aware of the principles of adult learning. Learners are 
self-directed and capable of determining their own educational needs. 
Their experience is a rich resource for learning. They value learning that 
is closely related to their own personal goals and which can be applied to 
their practice. A mentor needs to understand the range of factors influ¬ 
encing effective learning. 

Mentees will have different learning styles. Some will be deep learn¬ 
ers who embrace new ideas and look for meaning and concepts to link 
these to their existing knowledge. Others may be surface learners who 
accept facts uncritically and try to memorise them using rigid formulas. 
Strategic learners on the other hand tend to work to pass assessments 
rather than gaining a deeper understanding. 


_Narrative reflection 

Narrative reflection is a means of increasing self-awareness by written 
reflection on the mentee’s or patient’s stories. This form of writing can 
help to make sense of the lives of patients, families, colleagues and one¬ 
self. Charon writes: 

Patients want doctors who comprehend what they go through and 
who as a result stay the course with them through their illness. A med¬ 
ical practitioner without genuine awareness of what their patients 
go through may fulfil its technical goals but it is an empty medicine . 8 

The emotional content of the learning process can also be explored 
within a mentoring relationship. Mentees need time and encouragement 
to ask questions such as ‘How do I feel about this issue?’ or ‘Why do I feel 
this way?’ With appropriate guidance they can develop their ability to 
understand their own feelings and those of others. 

Written reflection can increase the mentee’s self-awareness of his or 
her practice. Using the qualitative research paradigm, narrative reflec¬ 
tion tries to make sense of what he or she experiences by paying atten¬ 
tion to the meanings people give to their social encounters. 9 In a clinical 
sense it is making sense of the lives and experiences of patients, families, 
colleagues and other healthcare professionals. Making sense requires 
interpretation and is subjective. Explicitly analysing stories is a way of 
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understanding both the self and others involved in the story. 10 

Narrative has the capacity to mobilise our consciousness and feel¬ 
ings, and helps to identify what it is to be human. It can result in a moral 
awakening that allows a chance to reassess the meanings of both the 
mentor’s and mentee’s experiences. Narrative reflection enables train¬ 
ees to reconsider the professional and personal challenges that they have 
met in practice. If the reflection is discussed with the mentor it can be a 
powerful way of reframing the experience to provide valuable lessons for 
future practice. 

For example, in clinical medicine, ‘History writing’ admits none of 
the doctor’s feelings. The medical notes communicate meaning in a tech¬ 
nologically efficient manner. There is no room for communicating what it 
is like to empathise with a patient or his or her family, no place to record 
the rage that was felt after the death of a patient that moved the doctor. 
Charon suggests ‘Parallel notes’ in the patient’s record where there is an 
opportunity for doctors to write about emotions. 8 

Narrative reflection gives trainees permission to write about their 
experiences, thoughts, feelings, values and concerns, and enables them 
to create a meaningful process of engagement with their clinical world. 
Giving this permission to be ‘human’ and connected to a patient is cen¬ 
tral to reflective writing. 9 


_Reflection and culture 

The health agenda is now dominated by a management culture of con¬ 
sumerism that appears to value productivity above caring. Indeed, ‘car¬ 
ing’ activity can be perceived to be the responsibility of unqualified staff. 
This ignores the basic fact that suffering is caused by a lack of caring. In 
recent years in the NHS there have been a number of high-profile inci¬ 
dents showing a deplorable lack of care. 11 There is a need for a paradigm 
shift in the cultural values of NHS management to value holistic caring, 
creativity and collaborative teamwork. Guided reflection challenges the 
status quo of cold professional detachment. It allows healthcare profes¬ 
sionals to voice their feelings and to empathise with their patients, result¬ 
ing in better health for both. 
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Key points 

Mentors can facilitate reflective Learning. 

Reflection should not be a burden. 

Narrative reflection can help doctors to express their feelings. 
Reflection is needed in the transition from novice to expert. 
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"Sounds as though the palliative care team should be involved." 

Dr Sean Elyan, during the oncology multidiscipLinary ward meeting 


_Introduction 

Role models are people with whom we identify and who have qualities 
we would like to share. 1 They can fashion the attitudes and behaviour of 
students and young doctors. They are, therefore, a fundamental part of 
developing professionalism. Excellence in role modelling demands high 
standards of clinical competency, teaching and empathy. 

Students and young doctors identify with enthusiasm and compas¬ 
sion. They also admire openness, integrity and good relationships with 
patients in role models. 1 However, role models may not all be positive. 
Unfortunately, some senior doctors show poor attitudes or unethical 
behaviour, which distresses young doctors. 1 These issues are considered 
further in Chapter n. 

Role models can be distinguished from mentors because they teach 
by example whereas mentors have a formal relationship with mentees. 2 
Although mentors may be role models, their role in developing profes¬ 
sionalism is broader. Mentors actively engage in an explicit relationship 
with their junior colleagues, a relationship that evolves over time. 1 

Role modelling takes place in the formal, informal and hidden cur¬ 
riculum. 3 The hidden curriculum is a set of influences that functions at 
the level of organisational culture and includes the customs, rituals and 
taken-for-granted aspects of medicine that are unarticulated and unex¬ 
plored. 4 

Lempp describes some possible unfortunate consequences of the 
hidden curriculum that may occur from negative role modelling: 4 

• loss of idealism 

• adoption of a ritualised professional identity 

• blocking of emotions, distancing 
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• acceptance of hierarchy. 

In Lempp’s study of students’ views of their teaching, four themes 
emerged. The first theme was: 

• positive role models who offer encouragement. 

Themes of negative role models also emerged: 

• haphazard teaching 

• standing on hierarchy, e.g. teaching by humiliation 

• encouraging competition rather than collaboration. 

Good role models have an integral part to play in correcting the last 
three themes above. Students should be welcomed and teachers pre¬ 
pared to teach. Humiliation is never an acceptable way to treat a student 
or doctor. 

Do students and young doctors emulate their role models? Sinclair’s 
research suggests that students learned an aversion to exploring the 
patient’s social and psychological problems in the course of their train¬ 
ing. 5 He found that the students’ personal idealism waned as they became 
absorbed in the culture of the profession and distanced from their fam¬ 
ily and non-medical friends. Sinclair also found that the students lacked 
self-awareness of the internal stress that must be associated with these 
changes. He found there was a gulf between the standards to which the 
students professed they sought and the qualities that they emulated. 5 It 
might be that a reliance on role models to teach students professionalism 
simply creates a culture that is resistant to change, but a change in cul¬ 
ture is needed to make doctors aware of the patient’s agenda. Whenever a 
medical intervention is considered, the student or doctor should ask him 
or herself, ‘Does this intervention fit in with the patient’s goals?’ 

Wright found that students and young doctors valued the follow¬ 
ing qualities in a role model: integrity, a positive attitude to junior col¬ 
leagues and compassion for patients. 6 They also identified the following 
as positive attributes: clinical competency, enthusiasm for their subject 
and teaching ability. It is interesting that research achievement and aca¬ 
demic status were not considered as important. Those doctors who were 
rated highly as role models were ones who spent more time teaching 
and conducting ward rounds, and who stressed the importance of the 
doctor-patient relationship. They also found that clinicians who were 
thought of highly as role models were ones who were willing to share 
their professional experiences and their personal feelings. 1,6 A survey 
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of GPs found that a positive attitude to teaching and an excellent doc¬ 
tor-patient relationship were considered important aspects of good role 
models. 7 Another study divided the attributes of a role model into three 
parts: physician, teacher and person. Attributes of the physician included 
enthusiasm, clinical reasoning and a good doctor-patient relationship. 
The teacher’s valued characteristics were enthusiasm, involving the stu¬ 
dents and good communication. Personal values were enthusiasm, com¬ 
passion and competence. Again, power, status and high earning ability 
did not feature as desirable characteristics of a good role model. 8 


Case story Matthew 


Matthew, a consultant surgeon, is a mentor and role model for Foundation Doctors 
and students. He is approachable and has a sense of humour. He takes an interest in 
students and makes them feel welcome on his ward. He spends time ensuring that 
new doctors to the team have an induction. His surgical skills are exemplary and he 
never seeks to promote himself. Indeed he has disclosed that he had difficulties as a 
student, almost failing his second-year exam in anatomy. 

He uses every opportunity to teach, including clerking patients himself and comparing 
notes with the Foundation Doctor. He never humiliates students or doctors if they 
display a lack of knowledge, supporting his team in the decisions they take. This 
gives them great confidence and helps to reduce stress. He just regards this role as a 
learning opportunity not only for the students but also for himself. His communication 
skills with patients are excellent and he allocates time to speak to relatives. 

He is interested in his students' aspirations for the future and helps them to network 
with colleagues so that they can obtain good experience on electives. He takes time 
out with the doctors on his team to eat together in the hospital canteen or to have a 
coffee together in the hospital cafe. 

By his professionalism, humility, his regard for patients and his respect for colleagues 
Matthew is a good example of an excellent role model. Many of those who worked 
with this surgeon kept in touch with him throughout their professional careers. 


Attributes of a positive role model can be summarised as follows. 

• An excellent level of clinical knowledge and skills with a patient-centred 
approach that models empathic behaviour. 

• Teaching skills, in particular establishing rapport with learners, 
and being committed to their development. The teaching occurs in 
a supportive learning environment. 
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• Personal qualities include a positive ‘can do’ approach, integrity and 
an ability to inspire learners. Positive role models tend to be more 
conscientious, better team workers and able to cope with stressful 
situations. 9 


_Career advice 

Mentors can influence students’ career choices even though they may 
not intentionally try to recruit students to join their specialties; students 
seem to be influenced by the role model’s love of his or her work. 8 Men¬ 
tors need to give mentees the opportunity to discuss their career choices. 
Too often this is left until the student or doctor has a problem with the 
career path he or she has chosen. Career advice should be an integral 
part of medical training. The mentor can also help the mentee network 
with doctors in their chosen specialty to gain experience. 

Career advice services exist at university and in the deaneries. In 
Chapter l the Career Development Unit at Oxford was described as an 
example of innovation in this area. 10 The educational supervisor and 
College advisers may also offer career advice. Part of this advisory role 
might involve looking at the mentee’s CV and helping with a practice 
interview. It is surprising how often students and young doctors do not 
do themselves justice in an interview simply because they have had no 
practice and have no idea what to expect. 


Case story Melanie 


Melanie is a final-year student from Hong Kong. She asks her mentor for a short 
practice viva before her finals. The finals viva is based on her portfolio of experience 
during her final two years at medical school. This is a high-stakes exam. 

The mentor asks to see Melanie's portfolio even though it is incomplete. She books a 
room for half an hour and tells Melanie she will have a 20 minute viva and ten minute 
feedback. Both Melanie and Maxine the mentor dress for a finals exam to make the 
situation as realistic as possible. 

After keeping Melanie waiting for five minutes Maxine calls her to the viva. 

'Good afternoon Melanie', said Maxine. 'Thank you for your portfolio, which is an 
excellent piece of work. Can you tell me something you are really proud of or have 
enjoyed in your training?' 

Melanie looks stunned. 'Erm well I enjoy everything. It's difficult to pick one thing.' 

'OK, well I read your case report on diabetic ketoacidosis. Can you just tell me what 
happens physiologically in this condition?' 
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Melanie Looks alarmed and bursts into tears. 'My mind has just gone blank ... I know 
the biochemical changes in DKA but I can't think straight.' 

Maxine replied, 'Melanie, you were clearly thrown by my first question so let's take a 
few minutes to reflect on this part of the interview and then we can restart.' 

'Oh I was awful! But you are right. I did not expect that first question and I find it 
very difficult to talk about things I have done well. I just feel under so much pressure. 
My parents have booked the flight and hotel to come to my graduation as they just 
seem to think it's bound to happen.' 

'WeLL Melanie, reading your portfolio I think they are right but Let us go through the 
viva a bit more. The examiners wiLL try to put you at ease so you need to have a case 
that you are happy to talk about. I would advise not choosing your elective in Hong 
Kong but something in the course here. You also need to think about something that 
did not go well and be prepared to talk about it and say what you have learned. Think 
about areas for future learning as a Foundation Doctor. Remember that the examiners 
want you to pass. They are examining the quality of their teaching too. It's not just 
about you. Remember to Look up and smile. You are a good student, so be proud of 
your work and show them how good you reaLly are.' 

'Thanks so much. I feel such a fool... still it's better this happened today and not in 
the real viva.' 

'Exactly - that's why we practise. Lots of students dry up or cry in these practices, so 
please don't feeL bad about that. Shall we give it another go? Now Melanie, tell me 
something really good in your portfolio.' 

'I enjoyed working on the ethics case of the patient I met with advanced pancreatic 
cancer. She asked me if there were any doctors here who would help her to die.' 

'How did you react?' 

'Well, I was taken aback. I am only a student. But she just wanted to talk. I just 
made sure she had as much privacy as possible and sat beside her and listened to her 
distress. She was not in pain but felt she was a burden to her family. She asked me 
about my family and I told her about my grandparents in Hong Kong who were very 
frail but we all loved them very much and it was a privilege to be able to look after 
them. We did not think of them as a burden ever.' 

'What happened then?' 

'The patient smiled and said that was a kind thing to say and it made her feel much 
better. I told her the staff admired the way she coped with her illness and she should 
feel free to tell us if she is in any pain or if she wants to talk about what might 
happen. The patient said that would be good, no she was not in pain but she would 
like to ask her consultant what she thought was LikeLy to happen. I asked her if there 
was anything else I could help with today and the lady said no but thank you for 
listening to me.' 

'Thank you, Melanie. I enjoyed reading your debate about assisted suicide. Now, is 
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there anything in your portfolio which you are not so happy with which show that you 
need further training?' 

'I will need to perform some of my practical procedures. I am not completely 
confident taking arterial blood gases and sometimes have difficulty with urinary 
catheterisation.' 

'How will you address these issues?' asked Maxine. 

'I will speak to my educational supervisor', replied Melanie, 'and ask the registrar if 
there are any opportunities to carry out these procedures on the ward. I will ask the 
registrar or FY2 to observe me and to provide feedback on my performance.' 

At the conclusion of the practice viva Maxine gives Melanie some feedback on her 
performance and adds a few tips on coping with vivas. She offers a further meeting 
if Melanie feels she needs more help. 

Melanie passed her final exams. 


_Conclusion 

Excellent role models will always inspire students and doctors to develop 
professionally, particularly in areas of the informal and the hidden cur¬ 
riculum. As Paice et al. ask, ‘Will these attitudes and behaviours prepare 
them for the health service of today?’ 1 

A result of the Francis Inquiry has been to highlight the need for doc¬ 
tors and other healthcare professionals to see the world from the patient’s 
view: a need for more empathy. 11 Role models will therefore need to dem¬ 
onstrate excellent team working skills and be willing to examine their 
own professionalism in the light of changing patient expectation. Doc¬ 
tors need to be more open to admit their vulnerabilities, to learn from 
nurses and other healthcare professionals, and to listen to patients. 1 
Changing the current culture of the medical profession will not be easy 
but mentors could play a vital role in giving students and doctors the 
time and space to reflect on their attitudes and behaviours. All doctors 
should be part of a mentoring relationship and have the opportunity to 
reflect on their performance and how it can be improved. 1 
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Key points 


Role models can influence the attitudes and behaviour of students and doctors. 

Negative role models cause students and doctors distress. 

Positive role models show enthusiasm, compassion and competency. 

Role models should demonstrate good interdisciplinary teamwork. 

Mentors and role models could facilitate a change in the paternalistic 
NHS culture. 
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FACING FAILURE: & 
EXAMS AND 
ASSESSMENT 


"Try general practice, but I think you will come back to paediatrics." 

Dr James Syme, paediatrician 


_Introduction 

Helping students and doctors with academic difficulties is a core part of 
the mentoring relationship. A failed exam is a common reason for a stu¬ 
dent or trainee to seek the help of a mentor or to be referred for such help. 1 
A recent report on the mental health of students observes, ‘early adult life 
is a crucial stage in the transition from adolescence to independence as 
an adult. Underachievement or failure at this stage can have long term 
effects on self-esteem and the progress of a person’s life.’ 2 

A mentor needs to have an understanding of the student’s approach 
to study and learning style. Universities encourage a deep learning that 
is motivated by a desire to understand and to see the relevance of learn¬ 
ing. This type of learning is revealed as the student reflects on his or her 
experience and integrates material from different disciplines. In con¬ 
trast, surface learning is superficial, motivated by a fear of failure and 
consists of a regurgitation of facts. Paradoxically, a surface learning style 
is predictive of failure. 3 Strategic learning is motivated by a desire for 
success and characterised by competition with others. 

Medical education aims not simply for competency but also for capa¬ 
bility. Competency is concerned with what an individual is able to do in 
terms of knowledge, skills and attitudes. Capability is a broader con¬ 
cept, which is a measure of the extent to which an individual can adapt 
to change, generate new knowledge and continue to improve his or her 
performance. 4 Mentoring is a powerful way of enhancing capability 
through feedback, and teaching that accepting failure is part of progress. 
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It provides a balance between support and appropriate challenge. Learn¬ 
ing that builds capability develops when individuals engage with uncer¬ 
tainty and new information. A transformation occurs in which existing 
competencies are adapted and tested in new circumstances; capability 
is developed with experience, mentoring, feedback and reflection. 4 Deep 
learners are receptive to feedback and can adapt appropriately to change. 
Superficial learners may reject feedback and reflection, and consequently 
do not adapt their behaviour appropriately. The capable doctor is a per¬ 
son who can access information effectively, linking seemingly unrelated 
areas and has a holistic approach to the patient. These doctors can make 
sense of a problem by using intuition and imagination, acknowledging 
complexity. This type of problem solving is a creative process that can be 
enhanced through effective mentoring. This form of creative approach 
requires trust between the mentor and mentee, which can be facilitated 
by setting and agreeing ground rules from the outset (Chapter 3). 


Case story Sarah 


Sarah, a third-year student, finds online EMI multiple-choice exams very difficult. She 
passed her clinical exams comfortably but only achieves low marks in multiple-choice 
online tests. 

A sample question 
Theme: Neurosurgery 


Options: 

A. Chronic subdural haemorrhage 

F. 

Meningioma 

B. Secondary brain tumour 

G. 

Subarachnoid haemorrhage 

C. Astrocytoma 

H. 

Acute subdural haemorrhage 

D. Extradural haemorrhage 

I. 

Pituitary adenoma 

E. Oligodendroglioma 

J. 

Intracerebral haemorrhage 


Lead in: select the most likely diagnosis 
Questions 


1 A previously well 79-year-old woman is brought into hospital after her husband noticed 
she had become increasingly confused and drowsy over the past week. Her husband 
says she slipped on ice several weeks ago but doesn't recall any falls in the past week. 

Answer = A 
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2 A 26-year-old man presents to his GP after noticing his vision has reduced 
laterally. Upon questioning he has been experiencing headaches for the past 
month and has recently noticed a milk-like fluid leaking from his nipples. 

Answer = I 


3 A 23-year-old woman has been involved in a low-velocity car accident. She 
appears well when paramedics arrive but despite this they decide to take her to 
A&E for a more full assessment. After initially being very chatty she suddenly 
loses consciousness in the ambulance and her GCS drops from 15 to 9. 

Answer = D 


The mentor watches as Sarah talks through how she approached the paper. 

Sarah said, 'I look at the answers, then panic a bit, then look at the questions and 
try to answer them.' 

'What do you do when you finish?' replied the mentor. 

'Oh I go through and find that I have got loads wrong and change my answers.' 

'What about trying a new approach? I would like you to read the next question but 
cover up the answers. The stem might ask for the most likely diagnosis or even the 
least likely. Of course more than one answer may be possible. So what you could try 
is working out an answer before looking at the possible solutions.' 

Sarah then finds that she knows the answers to many of the questions. By understanding 
the format she can avoid the 'confuser' answer. 

Sarah and the mentor work through 20 questions. The mentor gets quite a few wrong, 
which heLps to make Sarah feel better. The mentor added, 'My Last piece of advice is to 
go with your intuition or guess. If you change your answers you will get a Lower mark.' 

After practising these papers, Sarah feels much more confident and passes her next 
EMI online exam. 


Coaching students helps them gain confidence in their exams. Dis¬ 
covering that consultants have gaps in their knowledge gives them 
insights into senior doctors’ vulnerability and so is a valuable additional 
part of their professional development. Exam failure may be a symptom 
of more serious underlying problems. Just as a patient will present to a 
GP with a trivial physical problem such as a sore throat when there is a 
much bigger underlying psychological problem, so students will present 
with study problems masking other difficulties. 
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Case story Caroline 


Caroline comes for help with her study technique as she has failed an online EMI 
exam. After doing a practice paper she said, 'I just feel so tired all the time.' 

Her mentor asked, 'Tired?' 

Caroline replied, 'Yes, I have so much on my plate just now. I am behind with my rent, 
I can't afford to eat properly and I am not sleeping.' 

'Would you like to tell me a bit more?' 

'I have split up with my boyfriend who was sharing the flat. It's in my name so I am 
responsible for the rent. I have tried getting a flatmate but no luck so far. I am so 
worried. My parents can't afford to help.' 

'There are special emergency grants that the medical school can offer to give short¬ 
term help. If you like, I can speak to the administrator and you can email her for an 
appointment to meet. You will need to take your bank statements to her. She is really 
helpful and there are funds available to help in genuine cases of hardship.' 

'That would be great. Thank you.' 

'With regard to your accommodation problem, here is the telephone number of Moira, 
the student accommodation officer. Please give her a ring and let her know your 
situation. She may have the names of students looking to share a flat.' 

'Thanks. I will do that. What a relief!' 

'Please email me and let me know what happens. I am sure that once you are less worried, 
your studying will improve, but if you want a bit more coaching please get in touch.' 


Any underlying cause for the student to be struggling may present 
with exam failure or studying problems, so the mentor needs to have a 
genuine curiosity to find out what is really troubling the student or doctor. 
This curiosity is accompanied by a genuine wish to help the mentee with 
his or her problem and to offer follow-up. 


_Coaching tips 

Students often become anxious in clinical exams such as objective struc¬ 
tured clinical exams (OSCEs) The following are some useful coaching 
tips for OSCEs . 5 


‘Alison’s Tips’when taking a history and sitting an OSCE 

• Try to be as natural as possible. 
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• If stuck think ‘Ideas, Concerns, Expectations’. Often these open 
questions allow the patient to give you more history. 

• If stuck try to recap where you are so far aloud to the patient. He or she 
will correct you if wrong and summarising may lead the patient to 
give you further information. 

• Think before you go into the exam station. What specific questions 
might you want to ask about the condition? 

• When reading through the information sheet for the OSCE station, 
think about what information is being conveyed in this station. Does 
it seem to be about gathering information from a patient to make a 
diagnosis, explaining results or breaking bad news? What are the 
examiners after? 

• Know before you go in what problem you want to focus on but still 
demonstrate active listening. 

• Read the question. 

• Use positive thinking. 

• Concentrate on the patient; ignore the examiner as best possible. 

• Speak to the simulated patient rather than to the examiner (unless 
otherwise directed). 

• Always introduce yourself. 

• Ask open rather than closed questions. 

• Be aware of the time limit. 

• If you need to make notes to remind you of the structure of the history 
you can do this, but taking notes as you go along will hinder your 
history taking. 

• Once you have completed a station forget about it and focus on the 
next station. 


_Performance anxiety 

Some individuals are prone to incapacitating anxiety in situations of 
public exposure and competitive scrutiny such as during exams . 6 This 
form of anxiety is allied to ‘stage fright’. Of course some ‘exam nerves’ are 
normal; this section refers to disabling anxiety that prevents the student 
from performing to the best of his or her ability. Performance anxiety is 
characterised by a fear of failure and it can arouse a feeling of panic that 


87 


Medical Mentoring 


results from an exaggerated adrenergic drive. This causes reduced con¬ 
centration, memory blocks and a loss of steadiness in hands and voice. 
Students are more inclined to suffer such panic attacks when involved in 
more complex tasks, such as in OSCEs or ward simulation tests. 


Predisposing factors to performance anxiety 

Pessimistic talk before exams, predicting that questions will be unfair or 
that certain examiners are bound to fail them, can also put students at 
risk of disabling anxiety. Students with perfectionist personality traits 
are more prone to performance anxiety as they are less tolerant of mak¬ 
ing mistakes. In clinical exams and vivas some things are bound to go 
wrong and perfectionists find their performance suffers as they rumi¬ 
nate on their errors. Any situation that increases a perfectionist’s sense 
of threat can precipitate performance anxiety. They might be apprehen¬ 
sive of failing to meet the examiners’ expectations or overestimate the 
probability of failure. Being on one’s own exacerbates performance anxi¬ 
ety as does a close proximity to the examiner. The student’s perception 
of the examiner is also crucial; most examiners are not ‘out to humiliate’ 
students or to fail them. 


Case story Esther 


Esther is a final-year student who has never failed an exam but is very anxious about 
the ward simulation exercise. In this test she has to work as a Foundation Doctor 
in a simulated ward situation and is videoed. As she is doing the test she is being 
watched by two doctors on monitors who mark her performance. The test involves a 
handover from a registrar, interruptions to clerking a patient, prescribing, answering 
the telephone and dealing with a serious emergency - all occurring within 15 
minutes. Esther has just learned she failed her first test and has a chance to repeat 
the test. 

Esther says she is fine on the wards and enjoys doing shifts on the acute admissions 
unit in the hospital. She hates being filmed and is terrified she is going to make a 
mess of the test again. 

The mentor sits down with Esther and they go through her video. They look at what 
went well and he also focuses on the moment when she became aware of the camera 
and 'froze'. 

He asks if she can tell him a little more of why she hates being filmed. Esther says she 
has always been conscious of a birthmark on her face, which although very small is 
unsightLy to her. 
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The mentor suggests that she try forgetting about the filming and just pretend she 
is on the acute admissions unit while taking the test. Esther also shouLd brush up 
on her emergency drug prescribing. He also offers to make a note on her student file 
explaining her fear of the camera, in case the second test does not go well. 

Esther is relieved and agrees to this plan, and passes her second ward simulation test. 


Managing performance anxiety 

The key to managing performance anxiety is to be prepared for the situ¬ 
ation. Part of such preparation is for the student to accept that he or she 
will experience some anxiety and that this is necessary for an excellent 
performance. Preparation involves practice. It is surprising how many 
students will go to their finals viva without having had a practice viva 
and feedback from a mentor or tutor. 

In the exam, students should be encouraged to try to forget about pos¬ 
sible outcomes, focusing on the moment. They must be ready to carry out 
the tasks without evaluating themselves as they go along. For instance, in 
an OSCE, taking a history from the simulated patient involves thinking 
of the patient’s problems rather than their own anxieties. In the unlikely 
event of an examiner asking an unfair question that embarrasses the stu¬ 
dent, he or she needs to pause and to reflect that no single examiner ever 
has the power to determine the result of an exam. It is much more impor¬ 
tant for students to admit they do not know the answer and to retain a 
calm demeanour and concentrate on the next question. Coming to the 
exam in the right state of mind means preparing oneself to feel physi¬ 
cally fit by hydrating well, taking some exercise and using any relaxation 
techniques that have proven useful in the past. These might be visuali¬ 
sation, muscle relaxation exercises, breathing exercises or mindfulness 
mediation. A mentor might suggest some of the following tips for manag¬ 
ing performance anxiety: 

TIPS FOR MANAGING PERFORMANCE ANXIETY 

• Focus on the moment. 

• Forget the result. 

• Do not judge your own performance. 

• Do not guess the examiner’s reaction. 

• Do not aim for perfection. 
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• Self-acceptance rather than self-doubt. 

• You will make mistakes, so stay focused. 

• Eliminate images of negative possibilities. 

• Hold performance in perspective. 


_Conclusion 

Examiners want their students to pass exams but have a responsibility to 
ensure that high professional standards are maintained. It may help stu¬ 
dents to reflect that exams are not solely about their performance; they 
are also a measure of how well the institution has taught them. A mentor 
needs to keep in mind that students who come for help with exam anxiety 
may have other issues in their lives. 


Key points 


Exam anxiety is a common source of stress. 

Mentors can help students by adopting a coaching role. 
Students can be helped to overcome performance anxiety. 
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"Do you think you could do a locum at the Western?" 

Prof. Marie Fallon 


_Introduction 

The numbers and diversity of medical students have increased with the 
adoption of widening-access policies and a growing numbers of interna¬ 
tional students. Social changes such as higher rates of family breakdown 
and financial pressures affect the wellbeing of students. It is mental ill¬ 
ness in students and doctors that is most often presented to mentors. 


_Mental health of students 

Mental disorders exist on a spectrum of severity. At the severe end are 
illnesses such as schizophrenia, bipolar disorder, severe eating disorders, 
addictions and personality disorders. However, disorders at the less 
severe end of the spectrum, such as stress and anxiety, may still have an 
impact on the student’s ability to complete coursework or pass exams. In 
recent years NHS mental health services have tended to concentrate on 
the needs of patients with more severe mental illness, bypassing those 
with less severe problems. 1 

The majority of students with mental disorders receive care from 
their GPs. Those with more severe psychiatric illness may be referred to 
specialist psychiatric services. Young adults between the ages of 18 and 
25 are at high risk of developing serious mental illnesses such as schizo¬ 
phrenia and bipolar disorder. 1 In addition to primary care services, the 
university offers counselling services, but these need to be coordinated to 
provide effective care because students are forever on the move between 
home, university, main campus and outlying clinical attachments. In 
these situations, there is a risk that continuity of care breaks down and 
problems are missed. 
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Student counselling services are confidential and understand the 
connections between psychological and academic difficulties. 1 They do 
not diagnose or treat severe mental illness but are fully aware of when to 
refer to medical and psychiatric services. 

Disability discrimination legislation, including the Special Edu¬ 
cational Needs and Disability Act 2001, places a legal responsibility on 
universities for students with disabilities including those with severe or 
enduring mental illness. 1 The law stipulates that reasonable adjustments 
must be made to the study environment to compensate for disabilities 
and that there is a duty to promote equality of students and staff with dis¬ 
abilities. Any student with a diagnosed mental disorder may be eligible 
for Disabled Students’ Allowance (DSA). This can help the student with 
the extra financial burdens of disability, including mental disorder and 
intellectual disabilities such as dyslexia. 1 

Some universities have mental health advisers who have qualifica¬ 
tions in disciplines such as psychiatric nursing, occupational therapy, 
social work or psychology. They have the skills to assess how mental dis¬ 
orders in students may affect their learning. 1 They play a role in liaison 
between the university and NHS mental health services. 

The commonest route into specialist NHS psychiatric care is by 
GP referral. Students should be encouraged to register with a local GP. 
However, because early intervention is advisable to prevent students 
dropping out, some universities have developed a ‘fast track’ service for 
acutely ill students. 


Case story Monica 


Monica, a fourth-year student, is referred to her mentor by a GP tutor as she had 
several days' absence and seems preoccupied and withdrawn. She has no previous 
mentaL health problems. The mentor sees her and asks Monica why she had been 
absent from the practice. 

'I did not want to see patients', said Monica. 

Silence. 

Monica continues. 'You see, the voice inside tells me I am going to harm them. I keep 
hearing voices telling me to harm the patients. It's frightening.' 

The mentor continues to listen and finds that Monica is feeling low and has paranoid 
delusions that her classmates want to poison her. 

The mentor summarises. 'Monica, your GP tutor and I both want to help you. We realise 
that you are not well and need some help. You need to see your own GP today and have 
a break from your studies.' 
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'But I really want to be a doctor', replied Monica. 

'Yes I know that and once you are well again you can get back to your course. Would 
you like me to speak to your GP and sort out an appointment for you?' 

'OK, I know I am not right.' 

The mentor speaks to Monica's GP who agrees that Monica needs urgent referral through 
the 'fast track'. An appointment is made for Monica with a consultant psychiatrist with 
an interest in student support for that afternoon. Monica is seen and diagnosed in the 
early stages of a paranoid psychotic episode and is admitted for assessment. 


A major problem in helping students with mental illness is that NHS 
services are not usually adapted to the patterns of student life. 1 Students 
usually face lengthy waits for an appointment for clinical psychology or 
to see a psychiatrist. When the appointment arrives the student may be 
at home or in the middle of exams. In addition, treatment can be inter¬ 
rupted by vacation or attending blocks in hospitals distant from the main 
campus. In the case above the medical student’s illness represented a 
threat not only to her safety but also to that of patients. The mentor’s role 
is to ensure the student had rapid access to specialist services. 

GPs are central in the management of mental disorders in students 
and usually liaise directly with counselling, mental health advisers or 
specialist psychiatric teams. Students may have difficulty in receiving 
continuity of care from a GP who knows them. When a student with a 
mental illness moves to a new location, details of his or her medication 
and medical history may not be transferred. There is, therefore, a need 
for closer collaboration between primary care and the universities; the 
requirement for confidentiality can complicate the transfer of informa¬ 
tion between them. Psychiatrists who are involved in the treatment of 
students may face a conflict of interest if there is concern that the student 
may pose a risk to patients. Any psychiatrist asked to assess the suitabil¬ 
ity of the student to continue with his or her studies should not also be 
responsible for treating the student. 1 

Students with mental health problems need enhanced academic and 
personal support because they are at a vulnerable transition between 
dependence and independence. Mentors and tutors should be able to rec¬ 
ognise common mental disorders and those at risk of suicide. They should 
be aware too of the adverse effects of alcohol. Stigma surrounds mental 
illness, making it even harder for students and doctors to seek help. 

In one study 29% of students described clinical levels of psycho¬ 
logical distress; in 8% it was ‘moderate to severe’ or ‘severe’. 2 In another 
study 9% of symptom-free students developed distress after two years 
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at university, while 20% were troubled by anxiety. 3 Eating disorders are 
commoner in higher socioeconomic groups, with a peak onset in ado¬ 
lescence, making students particularly vulnerable. Students with autism 
spectrum disorders have difficulties with social interaction and coping 
with change; they may be at risk of depression, suicidal thoughts, anxiety 
and obsessive compulsive behaviours. 1 


_Alcohol: the ‘elephant in the room’ 

Many medical students drink alcohol to excess when free of constraints 
of life at home. 4 Although frank dependence is rare in young people, stu¬ 
dents are prone to harmful or hazardous drinking. In one university 
studied, only 11% of students did not drink alcohol. Of those who did 61% 
of men and 48% of women exceeded ‘sensible limits’ (21 units per week 
for men and 14 per week for women). 5 Hazardous drinking (>51 units 
per week for men, >36 units per week for women) was reported in 15% 
of those who drank alcohol and binge drinking occurred in 28%. 5 These 
high levels of alcohol abuse are of concern because they render a student 
vulnerable to ill health, academic underperformance and place them 
at risk of accidental harm and assault. There is also the significant risk 
that their alcohol consumption is the precursor of hazardous drinking 
with its risk of dependence in later life. 6 In another study 75% of medical 
students experienced alcohol-related ‘provocation’ during the previous 
year. 4 Commonly ‘provocation’ was coercion to drink an entire alcoholic 
beverage at once as part of a game. The provocation centred on three 
activities: peer-peer provocation during social activities, initiation rites 
and team-bonding activities. 4 

A mentor may need to explore the tension between the student’s 
desire to ‘fit in’ with his or her peers, his or her attitudes to alcohol con¬ 
sumption and his or her developing identity as a doctor. 4 They need to be 
aware of signs of alcohol abuse and of local services to help students. The 
GP should be approached first by students with problem drinking. Stu¬ 
dents may also ask mentors for advice about coping with relatives who 
are abusing alcohol. 

Universities should adopt a new approach to student induction and 
abandon the freshers’ week binge. 1 Doctors have problems with exces¬ 
sive alcohol consumption and are three times more likely to die from cir¬ 
rhosis than the general population. A large number of doctors brought 
before the General Medical Council (GMC) have problems with alcohol: 
199 doctors out of 201 under supervision at the end of 2001 had problems 
with alcohol, drugs or mental illness. 4 
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_Drug misuse 

At one university, cannabis was used by 22% of students once or twice, 
23% more than once or twice and 17% of students were using it regularly. 
Three per cent of students were using ecstasy and/or amphetamines. 7 


_Stress, compassion fatigue and burnout 

Stress 

Stress is a result of an imbalance between demands and coping 
resources. 8 Factors causing stress in doctors include: excessive workload, 
patients’ suffering, medical errors, lack of support and poor leadership. 8 
These factors can combine to create a sense of being overwhelmed. Poor 
coping strategies such as overworking or drinking heavily add to the 
problem. About 28% of doctors experience psychological distress com¬ 
pared with about 18% in the general working population. 9 Stress can lead 
to more serious consequences such as compassion fatigue and burnout as 
well as contributing to anxiety, depression and/or alcohol dependence. 8,10 


Case story Juliet 


Juliet is a Foundation Doctor who is feeling low and finding it increasingly difficult 
to cope. One day she is sitting continuously answering her bleep, taking one phone 
call after another without having any time to carry out any of the requests or jobs. 
She feels she is a faiLure and leaves the ward in tears. She goes to her GP and tells 
her that she is not sleeping, worrying constantly about the work and has lost her 
appetite. She feels so bad letting her colleagues down. Her GP advises having some 
time off work and arranges for Juliet to see a counsellor. 


PREVENTING STRESS 

For students and doctors there are practical tips for preventing stress: 

• find a mentor 

• take exercise 

• engage in reflection 

• see family and friends 

• manage your time 

• use mindfulness meditation. 
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There are tips too for employers and educators: 
STUDENTS 

• encourage mentoring 

• provide training in teamwork 

• encourage students to ask for help. 

DOCTORS 

• have better supervision, induction and mentoring 

• avoid sleep deprivation 

• give time to reflect on challenging cases 

• get informal support from family and friends. 


Compassion fatigue 

Compassion fatigue results from over-involvement in the doctor-patient 
relationship; it can be the result of caring for others in emotional distress 
without having appropriate support. Compassion fatigue may be similar 
to post-traumatic stress disorder (PTSD). 11 Compassion fatigue can lead 
to burnout. There are three main symptoms of compassion fatigue: 12 

i_ Hyperarousal - disturbed sleep, irritability, rage 

2_ Avoidance - distancing from the patient; a desire to avoid thoughts 

and feelings associated with suffering 

3_ Re-experiencing - intrusive thoughts or dreams and distress in 
response to reminders of clinical work. 


Burnout 

Burnout results from stresses in the workplace and results in poor 
patient care and medical errors. 12 Burnout can be caused by a sense of 
frustration, powerlessness and an inability to achieve work goals; it is 
particularly affected by the workplace culture. Excessive workload, lack 
of control, no rewards, no sense of community, and injustices can con¬ 
tribute to burnout. 12 A modern general practitioner only has limited 
time to do all the work he or she thinks should be achieved, but practice 
is messy and complex. Amery observes that, although we live in a rela¬ 
tional, creative world, general practice is increasingly codified, stifling 
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creativity with targets and tick-boxes, and with ever less room for GPs 
to express themselves. There is no time or space for a doctor to deal with 
the heavy emotional demands, to step back and to reflect on the work 
with a mentor. 13 


Case story Helen 


Helen is a 35-year-old GP who is married and has three young children. For the 
past five years she has been a driving force in the practice, organising dispensing, 
arranging for students to be attached to the practice and attending Local medical 
political meetings in the evenings. Her clinical interest is in palliative care and she 
works one session a week in the local children's hospice. She is respected and liked 
for her conscientiousness. 

For the last six months her partners in the practice have become concerned by her 
behaviour. She is often late for surgeries and gives excuses for missing her evening 
meetings. She lost her temper with the practice pharmacist who had mislaid a repeat 
prescription. On two occasions she has asked the GP locum to cover her session at the 
children's hospice. 

One morning Helen's husband rings the practice and says Helen has broken down 
in tears at home and says she cannot face coming into work any longer. He has 
requested Helen's own GP to come and see her at home. 

Helen needed support earlier, but her GP partners were hesitant to ask her how she 
was coping; instead they denied there was a problem. Confronting colleagues about 
issues of performance is not easy. Instead she was allowed to become burnt out and 
had then to take a prolonged break from work. 


Burnout is characterised by: 

• emotional exhaustion 

• depersonalisation (a feeling of detachment from the job) 

• a sense of ineffectiveness. 14 

When emotionally exhausted the doctor makes efforts to cope by 
distancing him or herself from clinical work. Other signs of burnout 
include making negative comments about work, cynicism and avoiding 
the patient’s suffering. Teams can also suffer burnout, which manifests 
as low morale, team conflicts, high job turnover and absenteeism. 14 
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PREDISPOSING FACTORS 

Highly motivated doctors with intense involvement in their work are 
at greatest risk of burnout. 12 Doubt, guilt and an exaggerated sense of 
responsibility drive these doctors to a destructive pattern of overwork. 
They neglect their family and outside interests to pursue their work goals. 
McManus et al. found that doctors with the greatest stress and emotional 
exhaustion had higher neuroticism scores and were more likely to prefer 
surface learning styles. 15 Lower conscientiousness also predicted greater 
stress, where the personality trait of agreeableness predicted a more sup¬ 
portive-receptive work environment. Their results suggest that a variety 
of approaches to work and the workplace climate result from differences 
in the doctors themselves as much as they do from differences in working 
conditions. 15 Engagement with one’s job is the antithesis of burnout: it 
is characterised by involvement and efficacy in the workplace, a sense of 
competency and control in one’s work. 12 

MEASURES THAT MAY PREVENT BURNOUT 12 

• Empathy and engagement. 

• Mentoring and support. 

• Narrative reflection. 

• Sustainable workload. 

• Control in the workplace. 

• Rewards. 

• Fairness at work. 

• Mindfulness. 

• Continuing education. 

There is a misconception that being empathic with suffering patients 
must lead to emotional depletion. However, doctors who show true 
empathy are able to be highly attuned to the emotional distress of the 
patient. They try to see the world from the patient’s perspective, yet at 
the same time retain their self-awareness and identity. Self-awareness 
permits the doctor to simultaneously attend to and monitor the needs of 
the patient, the work environment and his or her own subjective experi¬ 
ence. 12 Paradoxically, when working with less self-awareness, the doctor 
is likely to lose perspective and experience more distress in his or her 
interactions with suffering patients. The doctor may mistakenly think 
empathy is a threat and so succumb to compassion fatigue or eventu- 
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ally burnout. Doctors with greater self-awareness suffer less as they will 
have a closer engagement, experiencing empathy as a mutually healing 
connection with their patients. Thus self-awareness can both enhance 
self-care and improve patient care. A doctor who adopts a self-awareness 
approach to self-care may remain emotionally available even in the most 
stressful clinical situations. 12 Two interesting approaches to enhancing 
self-awareness in students and doctors are mindfulness meditation and 
narrative reflection (Chapter 6). 12 


_Mindfulness 

Mindfulness is a heightened form of awareness of what is occurring in 
the present from moment to moment. 16 It involves becoming aware of our 
bodies and minds and our environment while remaining non-judgemen- 
tal of what we observe. Mindfulness meditation helps with responding to 
life’s challenges with a clear mind. This technique has been used in stress 
reduction clinics in the United States for both patients and doctors. 17 


_Perfectionism 

In some ways perfectionism is a form of self-harm and arrogance, as the 
individual cannot accept that he or she makes mistakes so sets him or 
herself up for failure. These students and doctors are under the delusion 
that they are able to achieve the unachievable. Perfectionism is neither 
skilful nor effective; although it is allied to conscientiousness, a posi¬ 
tive personality trait for which medical students are selected, it can slip 
alarmingly into obsessive behaviour when the student is under stress. 


_Depression 


Case story Adam 


Adam is a fourth-year student who asks to see his mentor because he has missed a 
week of a clinical attachment in paediatrics. He tells the mentor that he is having 
great difficulty getting out of bed in the mornings. He just does not want to face the 
day. He wakes at 3 a.m. and Lies in bed having morbid thoughts. He has never felt Like 
this before and feeLs perplexed as to why this is happening to him. 

His parents live 50 miles away and he only sees them every three months or so. He 
pLays in the medical school football team but has Lost interest in this activity. 

The mentor Listens to Adam's story and says, 'Correct me if I am wrong, but Listening 
to you I get the impression you are feeling really depressed.' 
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Adam starts to weep silently. 

The mentor said, 'It's OK to take your time. Have you felt so low that you are 
wondering whether it is worth going on?' 

Adam nodded. 

The mentor now has a clear picture that Adam needs to see his GP and that he can 
help by taking the pressure of work off his shoulders. 'Adam, the first priority is 
your health. You need to see your GP and have some help with your depression. You 
will need some time off but we can sort out how you will catch that up once you are 
feeling well again.' 

The mentor sees Adam the following week and is disconcerted to find that he has not 
been to the see the GP. Adam explains that when he phoned at 9 a.m. he was told by 
the receptionist to try again the following morning as there were no appointments 
for the day. This has happened three days in succession. Adam then speaks to the 
triage nurse in the practice who tells him he should have been more assertive in the 
first place and insisted on speaking to the duty doctor. He would then have been seen 
straight away 

The case story illustrates how difficult it can be for some patients to gain access 
to their GP. Many patients do not know how to navigate the complex appointment 
systems. As they do not want to be seen to bother the doctor they give up their 
efforts to make an appointment. The difficulty in making appointments with a GP 
is one of the many reasons why patients go to accident and emergency departments 
in hospital. 

Adam was seen by his GP who arranged an urgent psychiatric assessment. He was 
advised by the psychiatrist to take some time off the course and to start a course 
of antidepressants. 


Mentors do not have to make a diagnosis of clinical depression but 
they should be aware of the warning signs and refer the student or doctor 
to his or her GP if there is an indication that he or she may be depressed. 
If a student or colleague has experienced some of the following symp¬ 
toms every day or nearly every day in the past four weeks it is time for 
a thorough assessment (based on the Patient Health Questionnaire-9 
[PHQ-9]): 8 ’ 18 

• having little interest or pleasure in doing things 

• feeling down, depressed or hopeless 

• feeling tired or having little energy 

• having trouble falling or staying asleep or sleeping too much 
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• having a poor appetite or overeating 

• feeling bad about yourself 

• having trouble concentrating 

• moving or speaking slowly 

• having thoughts that you would be better off dead or of hurting yourself. 

If the mentor thinks the mentee is depressed, he or she should sug¬ 
gest an early assessment by the mentee’s own GP. Commonly, students 
who develop depression will need a break from their studies and re-join 
their course the next year. If they have to leave the course temporarily, 
students should be reviewed regularly by their own GP or psychiatric ser¬ 
vices. They should also receive help and support in the period when they 
re-join the course. It is good for the tutor or mentor to maintain email 
contact while the student is away so that he or she does not feel isolated. 


_Suicide 

The death of a young person by suicide is a tragedy. The annual suicide 
rate in England and Wales is 10/100,000 population and 17.3/100,000 in 
Scotland. The rates of student suicide mirror these rates. Between 1990 
and 1999 there were 1482 student deaths from suicide in Great Britain. 19 
Rates are highest in young males. Risk factors include social isolation, 
unemployment, depression, schizophrenia, drug and alcohol misuse, and 
a history of sexual abuse and self-harm. 19 Those responsible for provid¬ 
ing support to students should ensure that they receive training in suicide 
risk assessment. This is a difficult area and students thought to be at risk 
should be referred for a thorough assessment, which should be carried out 
by counselling services, mental health services or in primary care. How¬ 
ever, mentors and support tutors should be aware of the significance of 
depression and suicidal ideation, and feel confident about exploring these 
issues with students. Universities can provide more effective induction 
programmes and emphasise their wish for students to seek help if they 
are feeling depressed. Student counselling services, NHS mental health 
services, GPs and the university need to share their concerns, preferably 
with the student’s consent. However, if there is a risk to life then they may 
disclose information in the student’s best interests. 
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_Eating disorders 


Case story Rowena 


Rowena is a second-year student with a history of self-harm. She has a regular 
appointment with a psychiatrist who monitors her bulimic eating disorder. Rowena 
lacks confidence, is perfectionistic and feels anxious. She is falling behind in her 
work and has failed two class assessments. She is referred by her psychiatrist to an 
eating disorder clinic but there is a three-month wait for treatment. Her psychiatrist 
advises a break from university to give the treatment the best chance by taking the 
pressure off Rowena. He says he will also arrange for her to have help from a clinical 
psychologist while she is at home. 

She agrees to this plan but emails her mentor after three months saying she has 
heard nothing from the eating disorder clinic and has not had any folLow-up from 
mental health services at her home. She is feeling low and her parents are worried 
about her lack of treatment. The mentor advises her to see her own GP and explain 
there has been a breakdown in communication. Her GP should contact her psychiatrist 
and arrange psychology support and find out what is happening to her eating disorder 
clinic booking. He asks Rowena to get back to him to let him know that arrangements 
have been made. 


Problems in ensuring continuity of care are a recurrent theme in the 
care of students with mental health problems. The GP has a key role as 
a coordinator of care. Eating disorders are common and often undiag¬ 
nosed in the student population. 20 Eisenberg et al. used a screening tool 
for eating disorders in a group of college students in the United States 
and found a prevalence of 13.5% in females and 3.6% in males. Of those 
identified by the screening with an eating disorder, less than 10% had 
been clinically diagnosed with an eating disorder. Twenty per cent of 
the students had received mental health treatment in the past year. An 
early diagnosis of eating disorders needs to be made as early treatment 
increases the chance of recovery. Students with eating disorders have 
higher risks of depression, anxiety, self-injury, substance misuse and 
suicidal ideation. 20 A large proportion of students with eating disorders 
are undiagnosed, being reluctant to seek help. A small but significant 
proportion of the students with eating disorders are male. 


_Other illness 

This chapter has focused on mental health issues, which account for the 
great majority of health issues that students and doctors bring to a men- 
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tor. Medical students and doctors have a tendency to self-diagnose, self- 
medicate and present late after corridor consultations. Doctors are often 
reluctant to see their GP or take time off work. Students may be worried 
about confidentiality if they are being seen in local practices or in the 
teaching hospital. It may be helpful for students to consent to their clini¬ 
cal teachers being aware of a physical illness if it affects their attendance 
or studies. 


_Disability 

A person has a disability when he or she has a physical or mental impair¬ 
ment that has a substantial and long-term adverse effect on that person’s 
ability to carry out normal day-to-day activities. 

The Disability Discrimination Act 1995 (DDA) required universities 
to make reasonable adjustments in the study environment to compen¬ 
sate students for their disabilities. They also have a positive duty to pro¬ 
mote equality of students and staff with disabilities. It is unlawful for the 
university to discriminate against a person with a disability in terms of 
admission or by refusing to accept an application for admission. 1 Univer¬ 
sities have Disabilities Services that are a source of information, help and 
support to disabled students. The mentor also has a role in improving the 
experience of students with disability, a role that is a shared responsibil¬ 
ity of all staff, not just those with a remit for disability support. 1 


_Conclusion 

Mentors can play a central role in encouraging students or doctors with 
mental health problems to seek the appropriate professional help. They 
should be approachable and non-judgemental, giving plenty of time to 
assess the problem at the first meeting. This will build trust and let the 
mentee know that their problem is being taken seriously. 

If the mental health problem is affecting the doctor’s ability to prac¬ 
tise then expert guidance must be sought on how to proceed. The medical 
defence organisations or the British Medical Association offer confiden¬ 
tial, anonymous advice. The GMC may be contacted if patient safety is 
threatened. 

The stigma of mental illness is still a major problem for doctors. The 
culture of invincibility in medicine is encouraged and vulnerability is 
denied. A culture shift is badly needed to acknowledge the emotional and 
psychological needs of students and doctors, and ensuring that every 
student and doctor has a mentor may be a good place to begin. 8 
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Key points 

There needs to be closer collaboration between universities and primary care 
with regard to mental heaLth care of students. 

ALcohol misuse is a major problem for many students and doctors. 

Mentors could play a role in preventing stress and burnout. 
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PSYCHOSOCIAL 10 
ISSUES 


"Microbiology would be an interesting BSc. There is a doctor 
working on pyocines ... " 

Prof. Gerry Coiiee, advising on a choice of research projects 


_Introduction 

Students and doctors, like patients, bring problems that are influenced 
by their social and cultural setting. This chapter looks at the issues that 
may affect special groups of students and doctors: widening-access stu¬ 
dents, overseas students and doctors, graduate students and locum and 
out-of-hours GPs. The way in which bereavement can have an impact on 
the student’s or doctor’s work is explored. Financial and family problems 
that affect the student’s or doctor’s work will be explored. Finally, there is 
a note on social networking. 


_Widening-access students 

Students from sectors of society that traditionally do not participate 
in higher education are admitted under widening-access policies. Uni¬ 
versities have been encouraged to adopt inclusive strategies by finan¬ 
cial incentives. While the widening participation has enriched medical 
schools by increasing diversity, these students often need support, par¬ 
ticularly in areas of the ‘hidden curriculum’. There is a clear link between 
lower socioeconomic status and dropping out. 1 


Case story Stephen 


Stephen is a first-year student and part of a group of six widening-access medical 
students. He attends the group meeting each semester with their mentor. During 
these meetings the students set an agenda for topics they wish to cover. Each 
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student gives a five minute presentation on the topic, and the rest of the group give 
feedback. Topics include the GMC's Tomorrow's Doctors, the hidden curriculum, failure 
and ethical dilemmas. 2 


Today's topic is failure. Each member of the group begins by describing a failure 
that he or she has experienced and the feelings it aroused in him or her. The mentor 
begins by picking out a rejection letter from the editor of a medical journal. The 
group discuss the feedback in the letter and comment on the positive and negative 
aspects. The lesson Learned is that if you do not submit work it will not get published. 
The mentor comments on famous rejections such as Agatha Christie who had dozens 
of refusals of her first Poirot novel. From the discussion the students gain self- 
confidence and see that failures can have positive consequences, and that they are 
not reflections of their worth but an integral part of learning. 


Group mentoring can be effective in covering issues that affect all 
members of the group. 

A trusting environment is ensured by adhering to the ground rules 
(Chapter 2). The mentor explains that each member of the group can 
come to see him if there are individual problems he or she would like to 
raise. A group setting can be a good way of discussing the ‘hidden cur¬ 
riculum’, the process of becoming integrated into the medical commu¬ 
nity. Widening-access students, although academically bright, may not 
have the advantage of inside knowledge of the culture of medicine that 
students coming from medical families have grown up with. 


Case story Stephen [continued] 


After the meeting Stephen hangs behind and asks the mentor if he might have a 
private word. 

He is concerned that one of his flatmates, a third-year dental student, is drinking 
heavily and encouraging the other members of the flat to go out every night to get 
drunk. The mentor asks Stephen if he knows the student well enough to suggest he 
gets some help from his GP or student counselling. Stephen is offered the telephone 
number for student counselling and told that his flatmate could just drop in to the 
counselling offices without making an appointment. 
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Psychosocial issues 


When a student comes to raise concerns about another student it is 
sometimes hard for a mentor to maintain confidentiality while still help¬ 
ing the troubled student. Mentoring and support are voluntary, and the 
student in difficulty has to take the first step and seek help. 


_Mentoring for overseas doctors 3,4 

International students come from a wide range of cultural, ethnic and 
religious backgrounds. 5 In considering their support the mentor needs 
to be aware of the additional challenges they face in adjusting to living 
and studying in the UK. They may be unable to afford regular visits home 
and may lack English language skills. They, and their families, have high 
expectations of academic success and may be under pressure because 
their parents are funding them. 

Lingam and Gupta describe a mentoring scheme that aims to iden¬ 
tify career goals, assess educational needs and develop an action plan. 3 
The mentor helps doctors to achieve their professional goals by advising 
on cultural and communication issues, CVs and research. The mentor 
helps his or her rnentee to understand the politics and organisation of UK 
medicine. He or she can advise on appropriate behaviour in different sit¬ 
uations and offer time to debate values and ethical problems. With such 
support the rnentee can enjoy the challenge of the changed environment 
and develop a flexible attitude to learning. 


Case story Kim 


Kim is a third-year medical student and comes from Hong Kong. She meets the mentor 
after failing an online exam. During the meeting to discuss her learning styles Kim 
reveals that she is doing medicine just to please her parents. 'As soon as I finish my 
degree I will look for a post in journalism as I really want to be a reporter.' 

Her mentor asked her which parts of the course interested her. Kim said she enjoyed 
practical subjects such as surgery. The mentor listened and helped Kim to understand 
the strategy of answering online multiple-choice exams. 

Two years later Kim returned asking for a practice finals viva. The mentor asked how 
she was getting on and Kim was full of enthusiasm for her Foundation Year posts. The 
mentor asked what had happened to enthuse her so much about medicine. 'I enjoyed 
seeing patients so much and particularly liked general practice. It is amazing that I 
ever considered giving up medicine. I now know it's what I really want to do.' 

Kim and her mentor spent some time discussing the career path to general practice. 
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_Graduate students 

Graduate-entry students account for nearly 10% of the UK medical school 
intake. With more life experience they contribute to increasing diversity 
in medical students and doctors. 5 In a study of struggling graduate stu¬ 
dents, Garrud and Yates concluded that they faced much the same issues 
as undergraduate students, but the range of problems may differ in qual¬ 
ity. 6 Graduate students often have issues of balancing their work with a 
family and they may have financial problems. In addition, they may not 
wish to join in the largely alcohol-based social activities of their younger 
colleagues, which may lead to isolation and loneliness. However, with 
their maturity they can be a strong source of support to the undergradu¬ 
ate students, sometimes acting in a peer mentoring role. 


_Bereavement 

It is not uncommon for students to be bereaved during their medical 
course. The university should be informed in order that appropriate 
adjustments to the student’s course can be made. The mentor, or anyone 
supporting students, needs to be aware of the types of grief reaction and 
to be sensitive to the effects of grieving on the student’s performance on 
the course. 


_Grieving 

Normal grieving is a form of suffering with physical, psychological and 
social components. Emotional distress may be episodic and can involve 
crying, rumination about the deceased and the whole spectrum of emo¬ 
tions from anger, guilt, fear, anxiety to despair. 7 


Case story Sara 


Sara is a GP registrar who Lives alone. She is caLLed out of her surgery to see two 
police officers who inform her that her mother has been killed in a road accident. 
Her GP educational supervisor, Mary, sits with her and offers to take her home when 
she is able to recover herself. Mary asks who Sara would like her to contact and then 
contacts her sister who lives in a nearby town. Sara tells Mary that their father died 
when they were children. Mary advises Sara to let her GP know what has happened 
and suggests that she stay away from work for the next fortnight at Least. She gives 
Sara her home telephone and mobile, and tells her not to hesitate to calL her if she 
would Like to talk. Mary emphasises that Sara need not think about work: 'This is a 
time when you need to be with your sister and close friends.' 
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Sara comes back to the practice two weeks Later, saying that she would prefer to be at 
work. She talks to Mary and says she is sad, not sleeping and often feels frightened 
that something terrible will happen to her sister. Mary listens to her and reassures her 
that these feelings of despair and fear are a normal part of grieving. Sara tells Mary 
of her distress when as a 12-year-old child her father died of renal failure and she was 
not allowed to go to his funeral. Over the following months Sara sees Mary every four 
weeks and also talks to her sister and a close friend. She is now able to carry out her 
practice commitments and is seeking a part-time post as a GP in the same town. 


Physical expressions of grief may include: numbness, restlessness, 
loss of appetite, sleeplessness, weight loss and fatigue. The bereaved stu¬ 
dent or doctor may withdraw socially, then ‘search’ for the dead person 
and may find reminders; they experience more pain and repeat the cycle 
by retreating again. This cycle of seeking and retreating is known as the 
loss-restoration model of grieving . 8 

Grieving is a normal reaction but the mentor needs to be aware of 
the possibility of abnormal grieving. Warning signs of abnormal grieving 
are characterised by intense separation distress and persistent protest 
against the death. The following symptoms should arouse suspicion of 
abnormal grieving if they are experienced daily and persist for at least 
six months : 9 

• non-acceptance of the death 

• feeling life is meaningless 

• lack of trust 

• anger 

• pessimism 

• inability to carry out daily activities. 

Bereaved students or doctors who are isolated and lack support are 
more at risk of abnormal grief reactions. Worden’s practical Tasks of 
Mourning can give a helpful framework for mentors to understand griev¬ 
ing. Grieving is a dynamic process not a linear one so the bereaved per¬ 
son may fluctuate between the four ‘tasks ’. 10 


Tasks of mourning 10 

i_ Accept the reality of the loss. 
2_ Work through the pain. 
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3_ Adjust to the environment in which the deceased person is missing. 
4_ Emotionally integrate the deceased and start to move on. 


_Financial issues 

Students often have financial problems that can impact on their aca¬ 
demic progress. They are usually reluctant to discuss these but if assured 
of confidentiality they may disclose their worries to a mentor. Overseas 
students whose parents are funding their place at around £30,000 per 
year may feel a huge pressure to succeed in their studies. 


Case story Diana 


Diana is a third-year student who has been doing welt in her course. She is referred 
by a clinical tutor as she says she is unable to take an intercalated degree in 
pharmacology because she is short of funds. 

Chatting to her mentor she talks about her interest in pharmacology and is sad that 
she cannot pursue this at present. When the mentor explores this Diana says, 'Well 
I can't afford it. All students are short of cash.' The mentor listens and Diana breaks 
down. 'My parents have divorced and they can't help me any more. I am broke. I don't 
even know how I will pay for the medical course. I am so tired. I am working nights at 
the superstore stacking shelves.' 

Her mentor advises her to go to Financial Services at the university who are helpfuL 
to students in genuine hardship. The medical school also has an emergency fund 
and there may be bursaries she could apply for that would help her in the long term. 
Diana looks hesitant and the mentor explains that these funds are not a charity but 
something to which she may be entitled. She has a good record and commitment 
to medicine so may stand a good chance of a bursary to enable her to complete her 
studies. 

Diana decides not to pursue an intercalated degree at this stage but receives a 
bursary that enables her to complete her medical course and to give up her night 
work at the superstore. 


Student mentors need contacts in the Medical School Office, Accom¬ 
modation Services and the Student Finance Department so that he or 
she can refer students in difficulty. There is much greater chance of the 
student receiving help if there is a personal contact rather than an anon¬ 
ymous email to a department. 
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_Family issues 

Students are grown-ups and as such are entitled to complete confiden¬ 
tiality. Some parents find this difficult to appreciate and will phone or 
email a mentor with concerns about their son or daughter. The mentor 
must explain that they cannot discuss any student with their parents but 
they are prepared to listen to a concern. Family problems such as illness, 
separation, divorce, alcoholism, redundancy and bereavement can all 
impact on a student’s performance. 


Case story Finlay 


Finlay is a fourth-year student who fails an OSCE for the first time. During feedback 
from his mentor, FinLay reveals that his father, who is terminally ill, is in a hospice 
100 miles away and he is travelling home every weekend to see him. This has reduced 
his time for study and he finds it harder to concentrate on his work, but he has not 
told the medical school about this. The mentor asks what help Finlay needs. 

Finlay says, 'It would be great to have a couple of weeks at home, Dad is dying and 
Mum needs the support.' With Finlay's consent the mentor speaks to the Teaching 
Dean who emails Finlay, expresses his concern and reassures him he can take four 
weeks away and still catch up with his course, but not to worry at present about his 
studies and be with his family. 


When doctors listen to patients and take a history, the social context 
of the patient is understood to be important. Similarly, a mentor needs 
to appreciate a student’s or doctor’s family background if he or she is to 
gain a grasp of the problem. A struggling doctor or student, like a patient, 
rarely comes with a single issue; a mentor has to explore all the domains 
to gain understanding of the reasons for the difficulty. It is often only 
when issues are explored in depth with the mentee that the reasons for 
the poor performance become apparent. 


_Social networking 

The majority of medical students and many young doctors use social net¬ 
working sites such as Facebook. This has resulted in new ethical dilem¬ 
mas in the tension between the personal and the professional . 11 
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Case story Theo 


Theo, a final-year student, comes to see his mentor for advice on his Foundation Year 
application. His mentor has been told in a conversation with another student about 
Theo's 'hilarious' Facebook page in which he has shared a holiday picture of himself 
standing on a table in a bar in Spain with a prawn up each nostril. The conversation 
comes around to social networking and the mentor tells Theo that some of his year 
found his Facebook page very funny. Theo is surprised. 'How did they get to see it? I 
thought the page was only open to my friends that I had accepted.' 

Theo looked up his page with the mentor and found that he had not applied the 
correct privacy settings. He agreed that the picture did not present him as a reliable 
professional and realised that he should pay attention to conservative privacy 
settings and that in addition to his personaL Facebook page he should have a 
professional page limited to contact details and interests. 


Students have a right to privacy and protection from intrusion into 
their private lives, but social networking can create problems for them 
as professionals. There is a lack of awareness of the need for conserva¬ 
tive privacy settings and the need for vigilance in monitoring their online 
presence . 11 When students make the transition to become doctors their 
new professional responsibilities may demand some modification in 
their online behaviour. Their online identity, particularly photographs, 
can have an impact on their professional relationships. Students and 
doctors must protect patient confidentiality. Doctors should never have 
a patient as an online friend. Students and doctors need to reflect on the 
risks and benefits of self-disclosure in social media . 12 


_Conclusion 

Social and cultural issues have an impact on most of the problems men- 
tees come to discuss with their mentor. If problems are to be addressed 
effectively it is important to be familiar with the background of the stu¬ 
dent or doctor. It is sometimes surprising how much ‘baggage’ a mentee 
brings to his or her work. Often the role of the mentor in these situa¬ 
tions is to be a listening ear, to give time and space to allow the doctor to 
express grief or other distress. 
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Key points 

Widening-access and international students have increased diversity. 
Grieving needs time and space. 

Social networking can threaten professionalism. 

Mentors need an effective network of contacts in generic support services. 


_References 

1 Smith J, Naylor R. Determinants of degree performance in UK universities: a statistical 
analysis of the 1993 student cohort. Oxford Bulletin of Economics and Statistics 2001: 
63(1); 29-60. 

2 General Medical Council. Tomorrow’s Doctors. London: GMC, 2009. 

3 Lingam S, Gupta R. Mentoring for overseas doctors. British Medical Journal 1998; 317: 
S2-7151. 

4 Royal College of Psychiatrists. Mental Health of Students in Higher Education. College 
Report CR166. London: RCP, 2011. 

5 Haldane T, Shehmar M, Macdougall C F, et al. Predicting success in graduate entry 
medical students undertaking graduate entry medical programs. Medical Teacher 
2012; 34(8): 659-64. 

6 Garrud P, Yates J. Profiling strugglers in a graduate-entry medicine course at 
Nottingham: a retrospective case study. BMC Medical Education 2012; 12: 124. 

7 Jeffrey E, Jeffrey D. Enhancing Compassion in End-ofLife Care Through Drama: 
the silent treatment. London: Radcliffe Publishing, 2013. 

8 Strobe M, Schut H. The dual process model of coping with bereavement: rationale 
and description. Death Studies 1999; 23(3): 197-224. 

9 Kissane D W, Zaider T. Bereavement. In: G Hanks, N Cherny, N Christakis, et al. (eds), 
Oxford Textbook of Palliative Medicine (fourth edn). Oxford: Oxford University Press, 
2010, pp. 1483-501. 

10 Worden W. Grief Counselling and Grief Therapy: a handbookfor the mental health 
practitioner. New York, NY: Springer, 1982. 

11 Lie D, Trial J, Schaff P, et al. ‘Being the best we can be’: medical students’ reflection 
on physician responsibility in the social media era. Academic Medicine 2013; 88(2): 

240-5. 

12 Guseh J S II, Brendel R W, Brendel D H. Medical professionalism in the age of online 
social networking. Journal of Medical Ethics 2009; 35(9): 584-6. 


115 





WORKPLACE ""* 11 
DIFFICULTIES 


"Has there been a change in the patient's mood?" 

Dr Huw Richards, psychiatry outpatient clinic 


_Introduction 

Bullying and harassment are among the biggest problems facing medi¬ 
cal students and doctors in the workplace. This chapter also explores 
how a mentor might help an established GP with problems related to his 
or her workload and coping with the ‘heartsink’ patient. Teamwork is a 
part of modern medical care, but teams, like individuals, can suffer from 
burnout. The input of a facilitator can sometimes help doctors to improve 
their team-working skills. 


_Bullying and harassment 

Bullying is persistent behaviour against an individual that is intimidat¬ 
ing, degrading, offensive or malicious. It undermines the confidence and 
self-esteem of the recipient. 1 Harassment may be persistent or it may be 
an isolated incident. It is behaviour that might be related to a person’s 
age, sex, race, disability, religion or sexuality. Harassment can take many 
forms: unwanted physical contact, inappropriate sexual advances, offen¬ 
sive emails or an invasion of privacy such as stalking. 2 

Bullying and harassment are widespread in the NHS and are the 
cause of 50% of stress-related workplace illness. 2 The reported preva¬ 
lence of bullying in the workplace depends on how it is defined, but if 
a person feels bullied then bullying is taking place. Paice and Smith 
report a prevalence of 9.7% of trainees reporting bullying in the previ¬ 
ous year. 1 Other reports give different figures: Frank et al. reports that 
85% of medical students in the United States have been harassed or belit¬ 
tled during their training, with 13% describing severe incidents of bul¬ 
lying. 3 The General Medical Council’s National Training Survey in 2013 
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reported that 13% of responding doctors in training reported being bul¬ 
lied during their training. 4 It seems that female doctors and those from 
ethnic minorities are most at risk. It is depressing that the figures are the 
same for those in 2013, showing that bullying is still a persistent problem 
despite NHS organisations professing a ‘zero tolerance’ to bullying. 4 

Not only does bullying have an impact on staff health and performance 
but it also jeopardises patient care; bullying is a patient safety issue. 1 If a 
mentor is told about bullying he or she must act to support the student or 
trainee. Challenging bullying in the NHS is often a traumatic experience 
for the victim and can also be stressful for those who support her. 


Case story Fiona 


Fiona is a Year Two specialist trainee doctor in a busy medical ward. Her consultant 
and educational supervisor persistently criticises her and makes sarcastic comments, 
usually on the ward round in front of the rest of the team. Fiona comes to see her 
mentor, saying that she is anxious, has lost confidence and feels low. 

Her mentor Mairi asks Fiona what is wrong. Fiona says she has been to her GP because 
she has lost her appetite, feels lethargic and has palpitations on going to work in the 
ward. Her GP gave her mild antidepressants but Fiona has not taken them. 

Mairi sits and listens. Fiona asked, 'Is our conversation confidential?' 

Mairi reassures her and encourages her to share what is worrying her. 

Fiona takes out an exercise book in which she has listed the dates and incidents 
where she feels she has been intimidated and humiliated on the ward by her 
consultant. 'I feel so low I just wonder whether it is worth going on. Yesterday I was 
having a three-month appraisal and he swore at me and said I was lazy and did not 
know enough. I burst into tears and he sneered at me, "You women just aren't tough 
enough for medicine".' 

Mairi said, 'That sounds awful for you. Have you told anyone about this, Fiona?' 

'I spoke to one of my friends who is a trainee in orthopaedics. She said everyone 
knows that this particular consultant is a bully and picks on females. Apparently it's 
not just me.' 

Mairi asked, 'Has anyone made a complaint about his behaviour?' 

'I gather not... the trainees feel they will not be believed and that they will be 
labelled as troublemakers and not given a good reference.' 

'Look Fiona, I can see from your notes that you have been persistently bullied. This is 
unacceptable. I know standing up to a bulLy is difficult but I can help you if you wish.' 
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Fiona said, 'What can I do?' 

Mairi replied, 'Are you a member of the BMA?' 

'Yes.' 

'Well what I advise is that you speak to the local BMA adviser and to your deanery 
specialty adviser. It is Dr Shona Matheson and this is her phone number. I want you 
to get back to me once they have advised you and let me know.' 

Three days later Fiona sees Mairi again. 

Fiona said, 'The BMA adviser suggested I contact the hospital management and 
make a complaint. Shona said these cases were very difficult as it ends with my word 
against the consultant. She said it might be possible to get me transferred to another 
team. But I have done nothing wrong. I just don't understand why he picks on me.' 

'I think when you contact the manager you should put your complaint in writing', 
replied Mairi. 'The hospital has a Dignity at Work policy that provides protection 
against bullying and harassment. They will then have to investigate this with a 
hearing, where you can choose to have someone with you.' 

'Would you come with me, please?' 

'Yes, but you might want more advice from the BMA. I am happy to read your letter to 
the hospital management. Please copy it to Shona at the deanery.' 

'I will do it because I can't go on like this.' 

Two weeks later Fiona says she has heard from the hospital management and the 
deanery and that they will put in place an investigation. She has to make a statement 
to her manager, who apologises that there is a huge backlog of complaints and that it 
will be two months before any hearing. 

Mairi sees the manager and expresses her concerns that other trainees know that 
bullying is taking place but fear to do anything about it. The manager gets angry and 
warns Mairi that she should not be asking other trainees about this and that things 
might get very difficult for her. Mairi is taken aback by this intimidating reaction but 
gains some insight into the reasons why bullying largely goes unreported. 

Two months later there is a hearing for Fiona who is accompanied by Mairi. At the end 
of the hearing the Medical Director tells Fiona she will be informed of their decision 
once they have interviewed the consultant. 

Three weeks later the consultant goes on sick leave. Fiona receives a letter from the 
Medical Director informing her that her complaints have been upheld and apologises 
for the behaviour of the consultant, who is now on sick leave. He will be required to 
receive communication skills training on his return to the unit. 

Fiona has a new educational supervisor and is much happier at work. 
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This story illustrates that it is not easy for students and trainees who 
are being bullied to seek support. The reasons for this are: 2 

• a belief that it will only make things worse 

• a conviction that nothing will be done 

• concerns about confidentiality 

• fears of victimisation 

• a fear of being labelled a troublemaker 

• it will be seen as a failure. 

Consultants who are stressed may take it out on junior colleagues; 
there may be a workplace macho culture where bullying is acceptable. If 
medical students experience bullying from negative role models there is 
a risk they will behave in that way when they become consultants. In the 
‘survival of the fittest’ culture of certain parts of the NHS it is possible for 
bullying to go unreported. 2 


What needs to be done to stop bullying of students 
_and staff? 

NHS employers need to have policies and procedures in place to deal 
effectively with cases of bullying and a determination to implement them. 
Managers and senior staff should ensure that staff can express concerns 
about bullying without fear of any reprisal and that victims of bullying 
receive support. Change is most likely to be effective at an organisational 
level; training should help staff to develop empathy for students and doc¬ 
tors in training. Senior staff who are humiliating juniors should be rep¬ 
rimanded and receive remedial training in communication skills. 5 The 
level of management support to employees is linked to levels of psycho¬ 
logical distress and workplace bullying. Managers should take a stand 
against bullying and act as positive role models. 5 There needs to be an 
effective zero tolerance approach to bullying and harassment in the 
workplace. Consultants should receive 360° feedback from other mem¬ 
bers of the team; any suggestion of bullying should be dealt with by the 
trust medical director or relevant employer. Where there is a culture of 
bullying then training should be provided to foster proper professional 
working relationships and good teamwork. 

Mentors and supervisors need to be alert to the possibility of bul¬ 
lying and ask students or doctors who seem unhappy, anxious or with¬ 
drawn whether they are being bullied. They should be ready to report 
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doctors who teach by humiliation to the teaching dean in the university. 
In this way mentors can play their part in changing the current culture in 
the NHS, which tends to turn a blind eye to bullying. 


_Sharing the workload 

Working in general practice has become more stressful; the specialty 
now faces a recruitment crisis. The rise in patient expectations and the 
increase in the size of group practices have increased the complexity of 
practice. Workloads have increased and many GPs do not feel that they 
have control of their work patterns. If a general practitioner feels that his 
or her workload is greater than that of colleagues he or she may become 
resentful and stressed. 6 


Case story Brian 


Brian is a 45-year-old principaLin an urban group practice often doctors. He has Lost 
his enthusiasm for his work, finds practice meetings tedious and has become cynical 
about primary care. His desktop computer registers the years, months and days until 
his retirement. He comes to meet his mentor Peter who is a GP in another town. He 
tells Peter that he is fed up with primary care. 

Peter asks him what has made him feel like this. Brian says, 'I am tired of having all 
the challenging patients, the ones with psychological probLems, Leading to longer 
consultations. Some of the partners finish their surgeries an hour before me, they 
Leave for home on the dot at 6 p.m. and take their half-day at noon without fail. It is 
beginning to get me down.' 

Peter asked, 'Down ... ?' 

'Yes', replied Brian, 'I find I am not sleeping and having a whisky in the evenings. Pat 
and I don't go out much now. I am just too tired when I get home, I just want to eat 
and go to sleep.' 

Peter went on. 'How long has this been going on?' 

'I think things have got worse over the last three months.' 

'How do you think you could address the workload issue?' 

Brian replied, 'There are two other partners who feel fed up with the "fast consumers" 
who just get through the patient numbers and dash off home. I have chatted to 
them but they don't want to raise it in a practice meeting. They feel it might lead to 
divisions and make things worse.' 

'Do you get on well with the other doctors in the practice?' 


121 




Medical Mentoring 


'Fine, on a day-to-day basis, but I ready resent some of them because I am having to 
work harder seeing the stressful patients.' 

Peter continued. 'Why not have a word about your concerns to your practice manager 
and ask whether she has any ideas for a fair allocation of work? Perhaps she might 
put working patterns down as an agenda item for your meeting. That way it could be 
discussed in a neutral way and not as a personal issue.' 

Brian took up Peter's suggestion. When he had a coffee with Amy the practice 
manager he raised the issue of different working patterns. Amy said it would be a 
good idea. She had complaints from the receptionists that some of the partners who 
finished quickly were aggrieved that they had to deal with the extra patients, phone 
calls and prescription queries while the slower partners had a more leisurely surgery. 

At the practice meeting it was apparent that all the partners had wanted to raise 
the issue but had feLt the subject was taboo. They agreed that with all the part-time 
and assistant doctors they had lost the chance to really voice their feeLings. Amy 
suggested having an afternoon meeting devoted to the issue and getting a facilitator 
to run the session. Everyone agreed this was a good plan. 

A month later the doctors had the meeting on a training afternoon. They were abLe 
to share their feelings and decided that they needed to Tighten up' and be a bit more 
flexible. They recognised that developing their trust in each other was the most 
important goal for the good of the practice. Amy said she would present workload 
statistics at future meetings just to show how hard they were aLl working. Brian felt 
much happier that the issue was in the open and that it would be regularly reviewed. 


Brian’s dilemma is a common problem, but one rarely voiced for gen¬ 
eral practitioners. A mentor needs to listen and resist the temptation to 
enter a therapeutic relationship, which would be entirely inappropriate. 
He might ask a few questions to screen for the presence of clinical depres¬ 
sion but if he had a suspicion that the doctor was depressed he would 
need to recommend referral to his own GP or to occupational health (see 
Chapter 9). Amy’s intuition that the general practitioners needed to get 
together out of work and debate the issue proved to be the breakthrough 
to solving this issue. 


_Difficult patient and difficult doctor 

Every GP will be able to imagine a ‘difficult’ patient. A ‘difficult’ patient 
may have some of the following characteristics: demanding, non-com- 
pliant, have no medical diagnosis, alcoholic, morbidly obese or have 
predominantly psychosocial issues. 7 The ‘difficult’ patient can cause 
a GP intense frustration, stress and even moral distress. Pressures of 
time and an increasing workload for GPs are only going to exacerbate 
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the problem of interactions with these patients. In the past the focus 
of research has been on the ‘difficult’ patient sometimes described as 
a ‘heartsink’ patient. 8 However, recent work has looked at the doctor’s 
part in the interaction; for instance in one study the greatest predictor of 
‘difficult patient’ consultations was not the patient but the doctor. 9 Doc¬ 
tors with poorer psychosocial skills averaged 28% difficult consultations 
whereas their colleagues who were more comfortable with dealing with 
psychosocial issues only reported 8% of consultations as ‘difficult’. In 
another study the following common themes were identified among doc¬ 
tors reporting high levels of frustration: working more than 55 hours per 
week, depression and anxiety, larger number of patients with psychoso¬ 
cial problems or substance misuse. 10 What is clear from the research is 
that, as with the patient, the doctor brings his or her psychological and 
emotional baggage to the consultation. 


Case story Tony, a GP 


Tony groaned as he looked at the schedule for his Monday morning surgery. Mrs Boswell 
was coming in to see him again. He had seen her twice last week and almost every 
week or two for the past six months. 

Mrs Boswell is a 32-year-old single mother of two children aged six and four years. 
She is morbidly obese. She complains of shooting pains in the left side of her 
abdomen and passing lots of wind. She has been referred to a gastroenterologist, 
surgeon and gynaecologist over the past six months and investigated fully. No 
diagnosis has been reached. She has had medication for irritable bowel, depression 
and had a variety of analgesics. None of these interventions has had the least effect 
on her symptoms and she continues to come to the surgery to see her GP. 

Tony can feel a sense of frustration and anger building up as she tells him what a 
terrible weekend she has had with her pain. In desperation he suggests referring her 
to the chronic pain service to see if they can help. There is a four-month wait to get 
an appointment. 

In the meantime Tony prescribes another analgesic and feels a failure as he ushers 
Mrs Boswell out of the consulting room. 


Doctors do not like feeling frustrated and helpless. A mentor can 
help a GP with these problems simply by giving time and space to reflect 
on the case and to discuss options for coping with the problem. 
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_How can a mentor help? 

Listen to the story 

The mentor can begin by asking if there are any cases that are causing 
the GP any difficulties. The GP can then describe the case and be encour¬ 
aged to express his or her emotions and feelings. When the discussion is 
focused on a clinical situation the GP may reveal more about how he or 
she feels than if asked directly about his or her worries. 


Positive feedback 

The mentor can acknowledge how well the GP has done to persevere with 
the difficult problem despite the frustrations. 


Reframing 

The mentor can help the GP to see the problem in a different way. Rather 
than focusing on the patient as difficult, the mentor can describe the 
clinical situation as difficult. For instance, ‘How can one approach the 
problem of chronic undiagnosed pain?’ 


Curiosity 

The mentor can encourage the GP to regain a clinical curiosity about the 
patient. What are the patient’s Ideas, Concerns and Expectations about 
his or her illness? 


Goals of the consultation 

The goals are centred on the individual patient. What is best for this 
patient? How does the patient feel any suggested intervention fits in with 
his or her goals? 


Learning 

The mentor can encourage further learning about conditions such as 
borderline personality disorder, alcoholism, obesity and management of 
chronic pain. 
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Support 

There is an opportunity to support the doctor, listen to his or her con¬ 
cerns, acknowledge how difficult this is for the doctor and offer time in 
future to discuss these issues. 


Set realistic goals 

Agree some goals that are realistic which might help the doctor to cope 
better with these difficult patients, perhaps using the framework above. 


Case story Mrs Boswell 


Tony agreed that when Mrs Boswell returned he would begin the consultation 
by exploring her Ideas, Concerns and Expectations of treatment. He would also 
ask her how she was coping on her own and how her children were getting on. 
After summarising the probLems he would try to involve Mrs Boswell in setting 
some treatment goaLs together, which would fit better with her expectations. 
After chatting to his mentor Tony also could appreciate that he found dealing 
with psychological problems most challenging. He was grateful for the feedback 
and was looking forward to seeing how these ideas might help Mrs Boswell. 

The intervention of a third party, in this case a mentor, gives an opportunity to 
take a fresh look at these situations. GPs are under great pressure at present with 
an escalating workload and with targets to achieve. Support from a mentor would 
allow GPs to express their frustration and concerns, and receive positive feedback 
about their good work. 


_Conclusions 

The examples discussed show that a mentor can play a helpful role in dif¬ 
ferent ways. In challenging bullying a mentor acts as the young doctor’s 
advocate. When helping an experienced colleague vent frustration about 
his or her partners the mentor adopts a listening role. It is helpful if a 
mentor has experienced these problems him or herself as this makes it 
easier to empathise with the distressed doctor. Finally, a mentor can act 
as a clinical colleague in debating the management of a difficult patient. 
In the course of these discussions the doctor being supported gains trust 
in the mentor. Consequently the doctor then feels safe to disclose some 
of his or her feelings and vulnerabilities. It is at this point where mentors 
can make their most helpful contribution to supporting a colleague. The 
alternative unsatisfactory outcome is to see a doctor’s performance dete- 
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riorate whilst his colleagues do nothing. Mentoring as an accepted part 
of professional practice for all doctors would prevent this sad outcome. 


Key points 

Bullying should not be tolerated. 

Problems between partners can cause a great deaL of stress. 

Clinical discussions can be a useful forum for exploring the doctor's real 
concerns. 

Mentoring could help GPs before their performance resulted in complaints. 
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CHALLENGES 


"You have to stop." 

Dr Jim Moore, general practitioner 


_Introduction 

Most of the book has described the virtues and benefits of mentoring for 
students, trainee doctors and general practitioners. However, mentor¬ 
ing, based on a close relationship, may become dysfunctional. This chap¬ 
ter examines what has been described as ‘The Dark Side of Mentoring’. 1 
Mentoring is usually a gentle, supportive process but sometimes the 
mentor has to act swiftly. This chapter covers some situations where a 
rapid response is required. 

Problems can arise in any professional relationship, whether it is a 
doctor-patient relationship or a mentor-mentee relationship. Barriers to 
mentoring concern timing, logistics and ‘personal chemistry’. 2 Problems 
can arise because the relationship is a strong emotional one and bounda¬ 
ries may be broken. There may also be personality clashes, cultural and 
gender issues, over-involvement or broken confidentiality. The mentor 
may have conflicting roles of manager or assessor or be constrained by 
workload from providing time for the mentee. Mentoring should not be 
involved with assessment or remediation, and should be voluntary. 


Case story Anita 


Anita, a Foundation Year 2 doctor has an educational supervisor and mentor. Prof. 
Green. Anita has a longstanding eating disorder and is prone to bouts of bulimia 
when under stress. She has found it difficult to cope with the workload on the 
medical unit and has begun to self-harm. She is unwilling to discuss this with her 
mentor because he is so busy and she is worried that he will not give her a good 
reference. Prof. Green mentors four young doctors and meets them in a group twice a 
year just to 'check that there are no problems'. Unsurprisingly perhaps, few problems 
are raised in the group, discussion being limited to tips around career progression. 
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_Unsuccessful mentor-mentee relationships 

Anita’s story reflects several pitfalls of mentoring. The matching of men¬ 
tor and mentee is critical. A mismatch may be due to personality clashes 
and/or gender issues. The young female doctor finds it impossible to dis¬ 
cuss her self-harming with a confident male professor. He is only com¬ 
fortable with a limited mentoring role and is not prepared to engage with 
emotional issues. In Anita’s story there is a mismatch between the expec¬ 
tations of the two members in the relationship. Anita expects a mentor 
who will provide psychological support and Prof. Green sees his role as 
providing career advice. There is a lack of understanding on his part of 
the process of mentoring. Mentoring relies on a close, individual rela¬ 
tionship and cannot be conducted satisfactorily by a brief twice-yearly 
group meeting to discuss career plans. 

Mentors and managers may fail to understand the level of commit¬ 
ment involved in mentoring, which is a developing relationship requir¬ 
ing time. The process involves both mentor and mentee reflecting on the 
mentee’s concerns and in this process the mentor helps the mentee to 
grow through self-discovery. Many senior clinicians who would like to be 
mentors lack the time to devote to this activity because meetings with the 
mentee clash with work commitments. This is an issue that affects the 
organisation, which should place a value on mentoring and devote the 
time and resources required so that it can be conducted effectively. 

Recruitment of suitable mentors and providing them with training 
and support presents another challenge. There is a shortage of female 
mentors that puts pressure on the mentors in post, who may take on too 
many mentees in an effort to plug the gaps. Female members of minority 
ethnic groups who lack the choice of a female mentor may be reluctant to 
access a male mentor. Mentees who do not have a good relationship with 
a mentor may be jealous of colleagues who are in a successful mentoring 
partnership. If there is a personality clash it is much better for the men¬ 
tee to choose another mentor because a relationship of mutual trust and 
respect is essential for mentoring to succeed. 


Case story Megan 


Megan is a 35-year-old general practitioner who was assigned a mentor after 
concerns were raised during her annual appraisal. The concerns related to the 360° 
feedback from practice staff who commented on her rather abrupt and dismissive 
manner. Megan did not find it easy to talk to her mentor, a 55-year-old male GP in 
another town. After two meetings Megan asked if it would be possible to have a 
female GP mentor and this was arranged for her. 
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Megan met her new mentor, a 40-year-old female GP, and was relieved to be able to 
discuss her difficulties, which related to her abusive husband. 


Optimally mentees should always have a choice of mentor. Unfortu¬ 
nately this is not often practical and most mentor-mentee relationships 
work out well. However, if there is a real difficulty, such as in the case 
above, then the mentee should be allowed to opt out of the relationship. 


_Boundaries 

If there is a lack of clarity of professional boundaries there is a risk 
that mentoring changes to become personal therapy. The mentor must 
remember that he or she is not the mentee’s doctor and should not take 
on a therapeutic role. This can be difficult when listening to a bereaved 
student or to someone who is depressed if the mentor is clinically skilled 
in dealing with these issues. The mentor’s role is to be aware of these 
possibilities and to refer the mentee to the proper agency. If there are no 
clear boundaries the mentor can become over-involved, taking on all the 
mentee’s problems and trying to solve them alone. 


Case story Alex 


Alex is a clinical tutor in the university department of general practice. He has taken 
on a mentoring role for overseas students. Pankaj is a fourth-year student whose 
parents live in Chennai. Pankaj comes to see Alex for help with his study skills and in 
writing his portfolio. In the course of their second meeting Pankaj says that he has 
been falling behind in his studies and has been missing lectures. Alex comments, 'I 
can see from your student file at least you have been attending the clinical skills 
tutorials.' 

Pankaj looks abashed. 'I have missed quite a few but my girlfriend Rita who is in my 
group has signed my name on the attendance sheet.' 

Alex looks alarmed. 'But that is most unprofessional, I will have to raise this with the 
Dean.' 

Pankaj replied, 'But you promised our conversations would be confidential. Please 
don't do anything to get Rita into trouble.' 

'Look Pankaj, I need to think about this. Please come with Rita and see me tomorrow 
afternoon. I will not do anything in the meantime.' 

Next day Rita and Pankaj come together to meet Alex. 
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Alex begins. 'Rita, Pankaj has told me that you have fiLled in his name on three 
attendance forms when he was in fact absent. Is this true?' 

Rita bursts into floods of tears. 'We are in so much trouble, my parents are very poor 
and have been threatened by debt collectors. They live in London. Pankaj has taken 
time out to go and support them and to help them see a bank manager and someone 
from Citizens Advice. He was so worried that if he did not attend the tutorials he 
would not be allowed to sit the end of year exams.' 

Alex felt so sorry for Rita and agreed to keep the matter confidential provided that it 
did not happen again. He missed an opportunity to point out that Rita was involved 
in fraud and this was a serious lapse of professionalism. He made no record of the 
conversation and did not take it further. 

Three months later a tutor noticed that the attendance sheet did not match the 
attendees in a problem-based learning group. It was Pankaj who was absent and Rita 
who covered up for him again. When challenged Pankaj said he had told his mentor 
Alex in the past and nothing was done so he assumed it was permissible if he had 
good reasons. 

Alex was asked to meet the teaching Dean and explain his actions. He reflected 
that he had become over-involved in Rita's and Pankaj's family problems, felt sorry 
for them and had tried to help by having an 'ostrich response', i.e. burying his 
head in the sand, and hoping things would settle. He realised this was a serious 
misjudgement and apologised for not taking proper action. The Dean saw Rita and 
Pankaj and gave them both a written warning, saying if there were any further 
serious lapses in their professionalism they would be referred to the student Fitness 
to Practise Committee. Pankaj was assigned a different mentor. The Dean suggested 
that Alex take a break from mentoring for a year. 


This case illustrates the dangers of becoming over-involved in the 
mentee’s problems and so losing perspective. The mentor had good inten¬ 
tions but was unwittingly drawn into a collusion with the student. 

When working in a close relationship with students and doctors 
in training who are distressed, the mentor must be on his or her guard 
against unprofessional emotional attachment to the mentee. If at any 
time the mentor feels vulnerable to this they should either have another 
tutor with him or her in the meeting or assign the mentee to another 
mentor. For these reasons, although the room for the meeting is chosen 
to provide privacy, it should be readily accessible to other staff. 

Poor mentoring relationships can result in the mentee being over¬ 
protected, creating an unhealthy dependency. In any close relationship 
there is a risk of sexual attraction and sexual overtones to the mentor 
meetings. This is unacceptable and represents serious professional mis¬ 
conduct on the mentor’s part. 


130 



Challenges 


The mentor may be a poor teacher and role model, and it may not be 
helpful for the mentee to misguidedly copy the mentor’s work style. Role 
modelling is effective in promoting professionalism only if the mentor is 
demonstrating good practice. 


_The challenging doctor 

The student or trainee who lacks insight presents a particular challenge 
to mentoring. Insight is related to the motivation to engage in reflection 
but an individual will not necessarily gain insight merely by self-reflec¬ 
tion. By using strategies such as role modelling and small-group work it 
is possible to move slowly towards a new stage. Here, the student or doc¬ 
tor who lacks insight can set aside blame and begin to take responsibility 
for his or her professional development. 


Tips for mentoring the challenging doctor 

Faced with a challenging trainee who lacks insight into his or her problems 
and relates poorly to colleagues and patients, the mentor should try to: 

• listen 

• seek evidence of insight, asking about the trainee’s expectations, effect 
on patients and colleagues, and the reasons for his or her difficult 
behaviour 

• remain supportive 

• focus on the positive 

• be non-judgemental 

• encourage change and look for evidence of change in behaviour 
or mood 

• identify common themes in the story, looking for the underlying 
problem and any extenuating circumstances 

• encourage reflection by sharing stories (see Chapter 6) 

• act as a role model 

• give skilled, honest feedback as soon as possible after the event 

• maintain confidentiality 

• keep records. 
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In situations where patient safety is at risk, or where the doctor is a 
danger to him or herself, then referral to either the university or General 
Medical Council (GMC) becomes necessary. If there are mental health 
issues then Occupational Health or the mentee’s GP will need to be 
informed. 3 


_Unrealistic expectations and overload of mentees 

An effective mentor may be instrumental in radically improving the lot 
of a struggling student or doctor. However, this success can generate 
further problems. The trainee or student may become over-dependent 
on the mentor and demand too much of their time. In such a situation 
another mentor might be better taking over the mentee, or the mentor 
should talk to a colleague about the way in which he or she is handling 
the mentee’s problem. Another problem for successful mentors is that 
they get overwhelmed by mentees who choose to see them. This is an 
issue for the organisation to ensure an equitable allocation of mentees to 
each mentor. 


_Mentoring not valued by organisation 

There are many strands to supporting students and doctors so it is often 
difficult to define the contribution of a mentor in a mentee’s learning and 
professional development. Mentoring takes time and there is a cost to the 
organisation. However, if one looks at the cost of a failed medical student 
or a doctor who drops out of medicine then mentoring represents a good 
investment, not just financially but also in alleviating personal and psy¬ 
chological distress. 


_Conflict with colleagues 

Acting as an advocate for a student can involve the mentor in chal¬ 
lenging assessments of students or behaviour of colleagues. 


Case story Patrick 


Patrick, a fourth-year medical student, came to see his mentor. He had been asked 
to repeat a case assignment because the original was handed in two days late. He 
explained to the consultant marking the assignment that his grandfather had died in 
the week before the deadline for handing in the work. The consultant had appeared 
cynical and said, 'It's amazing how many grandparents die during the final two years 
of medical studies.' 
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The mentor Listened and Patrick explained that his own father had died when he 
was seven and he had been brought up by his mother and her parents. He had been 
devastated by his grandfather's death. Patrick consented to the mentor speaking to 
the consultant. 

The mentor saw the consultant and as soon as he understood the situation the 
consultant apologised to Patrick and agreed to mark the original work. 


The mentor needs to have good working relationships with his or her 
colleagues and to have credibility and their trust. Listening to students 
and doctors in training, the mentor may hear stories of their colleagues 
behaving badly. The mentor should not just accept these at face value but 
continue to listen without ever making any derogatory comments about 
colleagues. 

However, if a colleague is being unfair to a student then the mentor 
has a role in standing up for the mentee. 


_Workload 

The mentor usually has a full clinical workload so allowing time for see¬ 
ing students or doctors may be difficult. Mentoring requires continu¬ 
ity and an easy access for mentees. The methods of contact should be 
arranged on the first meeting and ground rules set for meeting frequency 
and length. It is dispiriting for students if they cannot arrange to see their 
mentor of if he or she does not respond to their emails. 


_Cultural and gender issues 

It may be that certain cultural or gender issues would make it difficult 
or embarrassing for a student to discuss an issue with a mentor of the 
opposite gender. Female Muslim students might for example be reluctant 
to discuss relationship difficulties or self-harming with a male mentor. 

Mentors should be sensitive to these possibilities and offer alterna¬ 
tive support for the student or trainee. 


_Broken confidentiality 

Confidentiality is the cornerstone of the trusting relationship and should 
not be broken unless there is a threat to the safety of patients, the mentee 
or others. It is important that the mentee sees and approves any written 
record made about him or her. Mentors should extend the same standards 
of confidentiality to colleagues that they are mentoring as they would to 
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patients. If the mentor is keeping unofficial ‘aide memoires’, these should 
be anonymised, kept securely and destroyed once they are no longer 
needed. In ‘off the record’ conversations it is probably safest not to keep 
any record. Although confidentiality is key to the trust a mentee places 
in the mentor, it can place the mentor in a difficult situation. He or she 
has to explain at the outset that behaviour which threatens the safety of 
patients or of the mentee cannot be kept confidential. Criminal acts, drug 
and alcohol misuse, fraud and serious professional misconduct by the 
mentee have to be reported to the appropriate authority: police, univer¬ 
sity, employer or the GMC. Sometimes students and doctors are strug¬ 
gling with issues that, although not affecting patient safety, are affecting 
their performance, but are unwilling for the mentor to disclose the infor¬ 
mation. In these difficult situations, allowing a little time to pass may give 
the mentee space to develop trust in the mentor’s judgement. For example, 
where there has been a family bereavement, the mentor can offer to speak 
to tutors or educational supervisors. It is also important that students and 
trainees are aware that counselling services provided by Occupational 
Health, the university or the deanery are confidential. 

Problems can occur when mentors or tutors take on a therapeutic or 
a clinical assessment role. Crossing boundaries creates a conflict in roles. 
For example, if a psychiatrist is involved as a mentor or tutor for a student 
it is not appropriate that he or she should have an assessment or clinical 
role for that student. 

The mentor’s records may create confidentiality problems. It has 
been emphasised that documentation is important but a secure method 
is needed to store records of ‘off the record’ conversations. The mentor 
needs to have a secure form of aide memoire of these ‘off the record’ con¬ 
versations, often around highly sensitive issues. 


Case study Belinda 


Belinda is a specialist trainee in general practice and Fred is her educational 
supervisor and her mentor. He has heard from one of the partners in the practice 
that Belinda seems withdrawn and is sometimes short tempered. Fred decides to 
meet Belinda to review her GP attachment after three months. In the course of 
discussion on her progress she becomes tearful and asks if she can reveal something 
that she does not wish to go on her trainee record. Fred explains that as long as she 
has not done something criminal or it is not going to affect the safety of others her 
information can be kept completely confidential. 

Belinda then breaks down and says that about six months ago a man tried to rape her. 
She has been to her own general practitioner who referred her to the hospital sexual 


134 




Challenges 


health clink and gave her the number of the local rape support service. Belinda was 
adamant she did not want the police involved. She had not been able to talk about 
the traumatic episode to anyone and she had not contacted the counselling service. 

Fred asked about Belinda's relationship with her family. She asserts that she had 
always been close to both parents and to her younger sister, and she has a supportive 
boyfriend, whom she had known for three months, but did not feel she could talk to 
them. Belinda had not found the contact with the hospital clinic helpful; they just 
confirmed that she had not acquired a sexually transmitted disease and that she was 
not pregnant. 

Fred expressed his sadness at hearing of this incident and reassured Belinda that he 
would not make any formal record of their conversation. He praised Belinda for her 
courage in raising the issue. It was clear that she needed someone to talk to about 
her traumatic experience. Indeed, Belinda said she would like to be able to talk to her 
mother but was worried about upsetting her. Fred asked when Belinda was next going 
to see her mother and suggested she should find a good moment when she could have 
a quiet, private discussion. Fred asked Belinda to reflect on a situation if the roles 
were reversed and it was her daughter who had been raped. Belinda said 'Of course I 
would want to help', and agreed she would speak to her mother at the weekend. 

The supervisor advised contacting the police but Belinda was adamant that she 
wanted to put the incident behind her. He suggested that Belinda might also like 
to talk to a particular female counsellor in the deanery with expertise in this area. 
Anything she discussed would remain confidential. Belinda was keen to pursue 
this and Fred helped BeLinda to arrange an appointment with the counsellor. The 
supervisor asked Belinda to keep in touch by email and they agreed to meet in a 
month for a review. 


A tension can arise between maintaining confidentiality and access¬ 
ing appropriate support for the mentee. If the mentee feels that infor¬ 
mation is to be shared he or she will be less likely to access support. In 
Belinda’s case the supervisor felt that Belinda should talk to her mother 
and to the police, but she did not want to make a formal complaint to 
the police. 


_Advocacy 

A mentor may need to act to support and advise a student, and help to 
present his or her case in the best possible light in situations of formal 
review such as Fitness to Practise hearings or when termination of the 
student’s studies is possible. Acting as an advocate for a student requires 
diplomacy and negotiation with colleagues who may not be aware of all 
the issues behind a student’s poor performance. 
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Case study Caroline 


Caroline had narrowly failed her first-year exams and her resits. She came to the 
mentor, who asked about her study techniques. Caroline spent long hours copying 
out her lecture notes and trying to memorise them. She had never failed any exams 
at school and had achieved the highest grades in her A levels. She was highly 
conscientious and took great pains to check her work. Her family were supportive and 
she had made good friends at the university and her interests included drama and 
netball. She had wanted to be a doctor 'for as long as I can remember'. She asked the 
mentor to help her in her appeaL to the university Academic Review Committee, who 
were meeting to decide whether to terminate her studies. 

The mentor referred her to the Academic Study Skills department; here Caroline was 
helped to recognise that her perfectionistic personality was hampering her studying 
and shown more effective study techniques. The mentor wrote a letter supporting her 
application to repeat her first year of study. It explained to the committee the steps 
that Caroline was taking to make sure that she would pass if she was given another 
chance. Caroline and the mentor agreed a plan of regular review of her progress in the 
event of her appeal being successful. 

Caroline was allowed to repeat the year as she only failed by the narrowest margin. 


Mentors need to have credibility to ensure that their advice on behalf 
of students is considered by the faculty of medical school. Mentors can 
be involved in bringing about change not only in individuals but also in 
institutional systems of support. 


_Rapid responses 

On rare occasions situations arise that demand a rapid response. Some 
of these situations have been covered in the preceding chapters. Exam¬ 
ples of such mentoring ‘emergencies’ include: 


Risk of suicide 

The mentor should be aware of the factors that increase the risk of sui¬ 
cide: depression, other mental illness, negative life events, previous his¬ 
tory of self-harm, alcohol or drug misuse, family history of suicide and 
access to methods of self-harm . 4 The main goal with a student or doctor 
who may be suicidal is to prevent suicide rather than achieve an accurate 
prediction. It is far better to be cautious and refer, and quite safe to ask 
about suicidal ideas. Other questions that should be raised include : 4 


136 





Challenges 


• Are they feeling hopeless, or that life is not worth living? 

• Have they made plans to end their life? 

• Have they told anyone about it? 

• Have they carried out any acts in anticipation of death (e.g. putting 
their affairs in order)? 

• Do they have the means for a suicidal act? 

• What support is available for them? 

If the mentor feels there is a risk of suicide, the student or doctor 
should be referred urgently to his or her GP. The student or doctor will 
need to be informed in a supportive manner that he or she is a risk to him 
or herself, and so confidentiality of the relationship may be broken to act 
in the mentee’s best interests. 


Acute psychotic illness 

The case of a student with an acute psychotic breakdown is described in 
Chapter 9. There may be a risk not only to the student or doctor but also 
to patient safety. Again, urgent referral to the GP is required and rapid 
psychiatric assessment will need to be arranged. 


Rape 

If the student or doctor alleges that there has been inappropriate sexual 
advances or rape then the mentor should ensure the individual records in 
writing the events that took place. The student should be advised to see 
a GP, attend a hospital sexual health clinic, inform the police and receive 
counselling from local rape counselling and advice centres. 


Sexual harassment 

The student should be advised to make a formal complaint in writing, 
which will be investigated by the Human Resources Department of the 
university. Student counselling is also available for support. GPs can 
approach the British Medical Association and defence organisations for 
confidential advice. 
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Crime 

If a crime is discovered the police should be involved and the GMC noti¬ 
fied. Students should be made aware of the seriousness of a criminal 
record; fare dodging, plagiarism and drug and alcohol-related offences 
may all result in a Fitness to Practise hearing at the university. 


_Conclusions 

Mentoring requires empathy; for this to be sustained the mentor needs 
to be self-aware. Over-involvement with the mentee will cause personal 
distress and the mentor will not be in a good position to make objective 
decisions. Mentors, like other doctors, require support for themselves, 
which may be provided by their own mentor or in a group setting. Men¬ 
tors may find it helpful to meet together to discuss difficult problems. 
Mentors do not work in isolation. They are part of a support network and 
they should be ready to involve others if they are struggling with a dif¬ 
ficult issue. 


Key points 

Mentors need to keep to professional boundaries. 
Confidentiality can create problems for the mentor. 
There are situations where a rapid response is essential. 
Mentors need to have access to support for themselves. 
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CONCLUDING 

REMARKS 


Mentoring can help an individual to develop his or her professional prac¬ 
tice both practically and emotionally. Practically, the individual may be 
better equipped to cope with competing demands and to prioritise more 
effectively. Emotionally he or she may have renewed enthusiasm for work 
and no longer feel stressed. Mentoring has been shown to reduce stress 
and help individuals adapt to change. Psychological benefits include 
improved job satisfaction, a better work-life balance and improved per¬ 
sonal and professional relationships. Individuals will be better equipped 
to set personal objectives and take part in reflective learning. Reflection 
becomes a way of increasing self-awareness rather than a chore. Mentor¬ 
ing improves productivity, job satisfaction, career preparation and work¬ 
place learning. 1 

In a broader sense mentoring also helps recruitment, retention and 
improves the morale in the organisation. In one university studied over 
five years of student entry, among 1188 students who enrolled for medi¬ 
cine, 73 (6%) failed to qualify; 46 dropped out in the first two years, 17 
in year 3 and ten in the final two years. 2 These figures represent a large 
financial cost and, more importantly, a psychological blow to the stu¬ 
dents and to their families. The NHS and patients benefit from the pro¬ 
vision of mentoring because staff who are less stressed deliver better 
patient care. The scarcity of formal mentoring programmes in the NHS 
and universities is in striking contrast to the overwhelming evidence of 
its importance. 1 Mentoring needs to be recognised as a core teaching 
activity, not the hobby of a few enthusiasts. During their careers mentees 
may choose more than one mentor from different disciplines. 

Mentors support their mentee through the transitions of their career. 
They help mentees to find their way through the hidden curriculum of 
the profession towards establishing their own individual professional 
identity. 3 The mentor recognises that these transitions are not simply a 
matter of accumulating more knowledge; the professional self and the 
personal self are intertwined. The help and encouragement the mentor 
offers the student or doctor must be of a quality high enough to support 
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both professional and personal issues. Artificial divisions between aca¬ 
demic and pastoral support should be rejected, as these ‘divisions’ are 
often created to make the task easier for a mentor rather than to address 
the real needs of the mentee. 3 

The mentor’s role varies to meet the needs of each individual men¬ 
tee in an evolving relationship. As this relationship deepens the mentee 
becomes more independent as he or she reaches his or her full potential. 
Mentoring should be valued by the organisation responsible for the train¬ 
ing of doctors and students. Mentors need recognition, training, a forum 
to express their concerns and protected time for mentoring. Mentoring 
should not be relegated to a remedial service for struggling students or 
doctors in difficulty but should be part of every student’s and doctor’s 
training. If mentorship is only offered when there are performance prob¬ 
lems it will be resisted. Awareness of the potential benefits of mentoring 
needs to be raised amongst doctors so that they know what can be gained 
from the relationship. It is hoped that this book will encourage doctors in 
a variety of settings to act as mentors for their colleagues. 

Mentorship engenders professional development not only for the 
mentee but also for the mentor him or herself; it is fulfilling work that 
enhances self-awareness. Students and doctors in training can teach a 
mentor by showing how they cope with adversity, embrace change and 
regain an enthusiasm for their work. Mentoring may be a short relation¬ 
ship, during the undergraduate years, or may last for many years in a 
relationship of friendship and mutual respect. After working through 
a minefield of problems it is heartening that good mentors are remem¬ 
bered with gratitude, by so many students and doctors, for the time they 
spent listening. 
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